Social Representations of Cancer and their Role in Health Promotion by Tanner, Susan J
SOCIAL REPRESENTATIONS 
OF CANCER AND THEIR 
ROLE IN HEALTH PROMOTION 
Susan J. Tanner 
Thesis submitted in fulfilment for the award of Doctor of Philosophy 
Department of Psychology 
University of Surrey 
1997 
ABSTRACT 
This thesis examines the potential of the Social Representation (SR) approach as an 
alternative to the traditional social cognition approach adopted in the study of cancer-related 
thought and behaviour. The traditional approach is critically examined. The main motivation 
for this thesis concerned the non-compliance of cancer-related health behaviour despite the huge 
investment into health promotion campaigns. Given the lack of any methodological orthodoxy 
for the study of SRs the core aim of the thesis was to explore the methodology appropriate 
for SR analysis in the area of cancer. 
In recognition of the complex nature of SRs a multi-method approach was adopted in 
which four different methods were evaluated. As the basis of this research Qualitative 
methods (Chapter 4) were used to explore the underlying rationale of the representations of 
cancer, and to inform the design of more quantitative instruments. Next an idiographic 
approach (Multiple Card Sort Procedure) (Chapter 5) was employed to examine the cognitive 
component of the SRs of cancer. The affective elements making up the SRs of cancer along with 
the cultural elements were then explored using a Metaphor Procedure (Chapter 6). The fourth 
method, a self-report Questionnaire (Chapter 7) was used to examine the attitudes, knowledge 
and emotional cognitions making up the SRs of cancer. 
An attempt was also made to identify shared representations using each of the methods 
employed using analytic procedures consistent with the data collected. Thus a qualitative 
analysis was carried out on the qualitative data, a scaling analysis on the idiographic data. 
Both the metaphor and the questionnaire data were analysed using a cluster analytic 
methodology (Fife-Schaw, 1993). Each method proved to have strengths and weaknesses. The 
questionnaire approach for example proved to be the most useful in examining the 
relationship between the representations of cancer and health behaviour, but the constraints 
of this method were shown by the idiographic technique. 
This work provided a foundation for the second part of the thesis. Using a questionnaire 
format (Chapter 8) the measurement tool for the SRs of cancer was refined on a sample of 
510 respondents. Five factors were identified, IIInesslRestriction, Challenge, Symptom Focus, 
Cancer Control and Emotional Aspects. When operationalised into scales these factors proved 
to be highly reliable with values in excess of 0.75 making them sound measurement tools. 
Using a cluster - discriminant technique three shared representations of cancer were identified, 
an Ambivalent representation, a Positive Control representation and an Illness representation 
which proved to be differentially related to health behaviour. The positive orientation is an 
interesting one because it receives less documentation within the cancer literature. The research 
suggests that social cognition models are failing to fully account for the variance in health 
behaviour for a number of reasons. Perhaps most important is the insufficient attention 
paid to emotionally arousing qualities of cancer and the role played by socio-cultural factors. 
Lifestyle approaches, experience of cancer, and dominant conceptualisations in the media 
seem to be influencing the representations of cancer held. 
The role of individual differences within the formulation of SRs was then examined (see 
Chapter 8). The findings suggest that SRs are a product of both the social environment 
and individual psychological differences. Cancer-related thought and behaviour then may 
vary according to the social context as well as individual traits. The implication for health 
educators is that they cannot rely upon a superordinate representational 'norm' but must look 
at the mores and mileu of the target group in question. 
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CHAPTER 1 
CANCER PERCEPTIONS 
AND CANCER RELATED HEALTH BEHAVIOUR 
INTRODUCTION 
The central concern of this thesis lies with the non-compliance of cancer-related health 
behaviour despite the huge financial investment in health promotion campaigns. This is 
an extremely important issue when we consider the benefit that health augmenting and 
protecting behaviour contributes in terms of increasing cancer curability and decreasing 
cancer-related deaths. Fox et al (1987) emphasise that although the five year survival 
rate for women with non-localised breast cancer is less than 60%, it could be 91 % if 
the cancer was detected and treated in a localised stage, and almost 100% if the cancer 
is detected in situ (CFF, 1987). This point illustrated well the importance of screening 
and early detection. Newell and Vogel (1987) highlight how the elimination of tobacco 
use would reduce lung cancer deaths by 83% and significantly reduce the incidence 
of head and neck malignancies whilst dietary modification could potentially reduce 
cancer mortality by 30%. LeMaistre (1987) continues in this vein arguing that 80% of 
the causes of cancer are theoretically avoidable. 
Given the chances of cure are substantially improved with the practice of cancer related 
behaviours, it is puzzling why people still fail to adhere to established guidelines 
(eg. Cummings et al 1983; Bassett et al 1986; Mor et aI, 1990). This issue is eloquently 
addressed by LeMaistre (1987) in relation to lung cancer when he said that, 
"Historians in years to come will shake their heads and marvel over the epidemic of lung 
cancer as it has occurred in the supposedly civilised world during the 20th century. 
The enormous increase in lung cancer during the 50 years between 1935 and 1985 will 
provide a lasting model of self destructive behaviour, that will be studied by social 
scientists far into the future" (LeMaistre, 1987, p.1675). 
The aim of this chapter is to explore how traditional research has sought to understand 
cancer related thought and action, and to critically evaluate why these methods have failed 
to sufficiently explain health behaviour. We shall now examine the role played by 
socio-cultural factors, social cognition models and the lay representational approach. 
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TRADmONAL RESEARCH: THE STUDY OF HEALTH BEHAVIOUR 
An Outline of the Traditional Approaches 
The study of health behaviour - social, economic and cultural factors 
Social, economic and cultural factors have been found to be associated with the under 
utilisation of cancer control services and preventative behaviours. People with low levels 
of education, income, social status and affiliation to minority groups often delay in 
seeking care for cancer related symptoms (Richardson et ai, 1992; Vernon et ai, 1985) and 
are the least likely to participate in screening (King, 1987; Gutteling et ai, 1986; Maclean 
et aI, 1984; Kleinman et ai, 1981; Eardley et ai, 1985; Roberts, French and Duffy, 1984; 
Duelberg, 1992; Marshall et ai, 1995; Rosenman et ai, 1995). Typically these groups have 
limited knowledge about cancer related risk factors and cancer screening procedures 
(Vernon et ai, 1982; Bastani et ai, 1991; Michielutte et ai, 1982; Berman et ai, 1990; 
Loehrer et ai, 1991; Duelberg, 1992; Loehrer et aI, 1993; Chavez et ai, 1995), 
Previous experience of cancer has also been shown to have a bearing on cancer related 
knowledge and behaviour. Berrenberg (1989) found that people who had personally had 
cancer held the most positive attitudes about it, whereas those with familial experience held 
the most negative attitude. A history of cancer in the family has been linked with a delay in 
seeking medical attention (eg. Wool, 1986), but an increased participation in protective 
health behaviours such as sun screening (eg. Cody and Lee, 1990; Rosenman et aI, 1995). 
Stage of life is also considered to play an integral role in shaping beliefs about the 
importance of 'lifestyle' modification to prevent illness (Pill and Stott, 1982; Backett, 1992; 
Ory et a11994) as well as the level of medical experience (Kaye et ai, 1981; Kerner et ai, 1983; 
Haley et aI, 1977; Peters et aI, 1987), 
Historically, it has been assumed that if factors associated with health behaviour are 
catalogued, the information gained would form the basis for an effective health promotion 
campaign. However, the listing of independent factors without due consideration of their 
interaction is somewhat simplistic, conceptualising health behaviour in terms of uni-
dimensional cause and effect relationships (Bishop, 1991). We need to understand the 
interactive relationships between the multitude of internal and external factors that govern 
behaviour if health promotion campaigns are to be truly fruitful. Social Cognition 
Models attempted to do this to some extent by developing a framework for examining 
the determinants that underlie health behaviour. Realising the characteristics within 
the individual and the potential for modification, research concentrated on health 
knowledge, attitudes, cognitions and intended behaviours (Conner and Norman, 1996). 
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Unfortunately, Social Cognition Models have largely looked at cognitions in a vacuum 
undervaluing the importance of studying the social and cultural context in which beliefs 
are created and understood (joffe, 1996). Social Cognition Models shall now be outlined. 
The study of health behaviour - the social cognition approach 
Perhaps the most influential social cognition models are The Health Belief Model (HBM) 
(Rosenstock, 1974; Becker, 1977); Health Locus of Control (HLC) (Wallston et ai, 1978, 
Rotter, 1954); Protection Motivation Theory (PMT) (Rogers, 1975; Maddux and Rogers, 
1983); Theory of Planned Behaviour (TPB) (Fishbein and Ajzen, 1975; Ajzen and Fishbein, 
1980; Ajzen, 1988); and Self Efficacy (Bandura, 1977). These one stage models have been 
criticised because it is inappropriate to assume that all individuals are positioned at 
exactly the same stage of health action (johnston,1994). 
More recently stage models have been developed to take into account the dynamic nature 
of the processes underlying health behaviour by examining qualitatively different stages 
in the initiation and maintenance of health behaviour. A number of these stage models 
have been developed including the Health Action Process Approach (Schwazer, 1992) the 
Precaution Adoption Process (Weinstein, 1988; Weinstein and Sandman, 1992) and Goal 
Set Theory (Bagozzi, 1992, 1993). The stage model that has received most attention is 
the Transtheoretical Model of Change proposed by Prochaska and DiClemente (1984). 
In the most recent version DiClemente et al (1991) identified 5 stages leading to behaviour 
change: pre-contemplation, contemplation, preparation, action, maintenance. Individuals 
are argued to progress through each of the stages in order to achieve successful maintenance 
of a new behaviour. These models differ from the one stage social cognition models in 
two important ways. Firstly, the stage models emphasise the dynamic nature of health 
behaviour in that people are thought to move from one stage to another over time. 
Secondly, the models suggest that different cognitions will be important at various stages 
in the promotion of health behaviour (Sandman and Weinstein, 1993). Social Cognition 
research tests models of behaviour derived from psychological theories. However there has 
also been interest from some quarters in tapping implicit theories of behaviour as provided 
by the Lay Representational Approach, which will now be outlined. 
The study of health behaviour - the lay approach 
Lay representational theory offers a different approach to Social Cognition Models in the 
study of health behaviour in that it pays attention to lay theorising about health behaviour. 
A notable contributor is Leventhal (see Leventhal et ai, 1984; Leventhal et aI, 1980; 
Leventhal et ai, 1985). He and his colleagues, interested in predicting patient's compliance 
with medical treatments, developed a model of patient behaviour in response to health 
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threats. The Illness Representational Model views health behaviour as the product of a 
process by which the individual repeatedly integrates internal and external information 
with existing cognitive structures to give meaning to their experience. Within this model, 
people seek out information in response to a potential health threat, interpret the information 
according to already existing cognitive representations, and on the basis of this information 
select a means of coping. The results of health behaviour are then evaluated to inform 
the planning of future health behaviour. The model assumes that people are active with 
seeking out and processing information and that illness representations playa critical role 
in guiding coping behaviour. It emphasises that people employ implicit theories of illness in 
directing behaviour towards medical treatment. The individual's cognitive representations 
are shaped by information from various sources including the media, past experience and 
from current symptom sensations. In this way illness representations are argued to serve 
as cognitive organisers of prior experiences and medical history (Scober and Lacroix, 1991). 
Leventhal's work acknowledged the interactive nature of factors that govern health 
behaviour and has been praised for taking this sophisticated approach (Bishop, 1991). 
Illness representations are made up of several components including concrete symptoms, 
typical cause, temporal cause and its expected consequences (see Leventhal, Nerenz 
and Steele, 1984; Leventhal, Meyer and Nerenz, 1980). They identified these components 
(eg. Leventhal et aI, 1980; Meyer et aI, 1985) by conducting content analyses of interviews 
with seriously ill patients. Lau and Hartman (1983) confirmed these components using a 
healthy sample but also identified the component cure. They suggested that this latter 
component may be due to the fact that the illnesses they examined (colds and flu) were 
expected to have recovery unlike the chronic conditions examined by Leventhal. 
Leventhal's work has spurred considerable interest in the underlying processes of Lay 
Representations which has subsequently confirmed the relevance of the five components 
making up Illness Representations (eg. Lau, Bernard and Hartman, 1989; Bishop, 1991). 
Leventhal's work is a dynamic approach as behaviour is seen as the product of a dynamic 
interaction of multiple factors. These factors are seen as existing on multiple levels and 
as having reciprocal causal relationships. However, Leventhal's model is difficult to 
test empirically. Next, limitations such as this will be discussed in more detail in connection 
with both the Lay and Social Cognition Approach. 
Limitations of the Social Cognition and Lay Approaches 
Some success has been achieved using Social Cognition models and Leventhal's 
Representational approach in the attempt to understand, explain and predict health 
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behaviour. However the degree of success achieved has caused some researchers to request 
(Ingham, 1993) and suggest alternative avenues (Joffe, 1996) of investigation. 
Limitations of the social cognition approach 
The most crucial concern with Social Cognition Models is their lack of predictive power 
(eg. Hill, Gardner and Rassaby, 1985). Some studies claim success if they account for only 
10% - 15% of the variance in health behaviour (Fife-Schaw, 1996). The lack of 
relationship between variables isolated in the models and the practice of health behaviour 
(see Shepherd et aI, 1988 for review; Harrison et aI, 1992) has forced researchers to take a 
fresh look at Social Cognition Models. Some have justified the lack of success by suggesting 
that the criteria used to assess the models might be too stringent (eg. Sutton, 1995). Others 
have proposed that flaws on an empirical, statistical or conceptual and measurement level 
be addressed (see Conner and Norman, 1996). The Social Cognition Models suffer 
from a number of theoretical problems which justify other avenues of investigation 
(eg. Ingham, 1993). 
Limitations concerning the assumption of conscious rationality 
in decision making in social cognition models. 
One of the most serious problems concerning the theoretical assumptions of social 
cognition models concerns the assumption of conscious rationality in decision making 
(Fazio,1990; Conner and Norman, 1996; Fife-Schaw, 1996). The main social cognition 
models all view the individual as a rational decision maker who systematically uses and 
deliberates on the information to hand to form a behavioural intention. This assumption 
only provides a partial account of the social cognitive determinant of behaviour, which 
only applies to situations when the individual has the ability and motivation to engage in 
deliberate processing of information (Conner, 1993). For example, Joffe (1996) draws 
attention to a study of condom use (Kashima, Gallois, and McCamish, 1993) conceptualised 
within the Theory of Reasoned Action (TRA) and its most recent development, the 
Theory of Planned Behaviour (TPB) (Azjen, 1985, 1988). This study points out that 
"co-operative behaviours such as condom use are not under complete volitional 
control. .. and therefore go outside the theoretical scope of the TRA" (Kashima, 
Gallois and McCarmish, 1993, p.237). This position implies that the social cognition 
variables may only predict behaviour under certain conditions (Norman and Conner, 1996). 
Limitations concerning the neglect of emotion in social cognition models 
A serious failing of social cognition models is the neglect of the role played by emotion in 
health behaviour which may partially explain their failure to predict behaviour. For example 
consider the issue that increased knowledge is thought to increase the likelihood of 
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positive health behaviour. This has not been found to be true in all circumstances. 
A possible explanation for this variance is that anxiety may be preventing action. Despite 
d'ncers strong association with fear which has been linked in the health literature (eg. 
Gutteling et aI, 1986; King, 1987; Leather and Roberts, 1985; Maclean et ai, 1984; 
Meyerowitz et ali 1987; Berman et aI, 1990; Pinell, 1988) and in the media (Sontag, 1978) 
with death, prolonged suffering, stigma pain, aversive treatment and social isolation the 
role of affect in health behaviour has yet to be fully explored. Since emotion arguably plays 
a central role in governing health behaviour (Joffe, 1996) it should be given due attention. 
Joffe furthermore criticises the theoretical underpinnings of social cognition models for not 
being able to consider the influence of non-conscious motivations (including psychodynamic 
forces such as denial) when studying health behaviour. 
Limitations concerning social and cultural factors in social cognition models 
An issue that needs greater consideration is the influence that social and cultural factors have 
on health-related thoughts and behaviour. An assumption of the traditional paradigm is 
that of an individual decision maker who determines his or her own behavioural intentions 
in isolation. It is unrealistic to view cancer-related thinking as individualistic in nature, 
rather it is essential that consideration is given to the dynamic interaction between the 
individual and the social world in which they live. The social world being composed of 
conscious and non-conscious socio-cultural forces (Markova and Wilkie, 1987; Joffe, 
1996). For example Sontag (1978) argued that an understanding of illness cannot be truly 
arrived at without consulting the metaphors circulating within society that frame our 
understanding about illness. Arguably the TRA takes into account social influences that 
impinge on the individual by examining 'normative attitudes and beliefs' within the 
individuals own social group. However this focus is limiting as it ignores societal and 
cultural influences and confines the 'social' to people's perceptions of the ideas held by 
others (Moscovici, 1984; Joffe, 1996). In this way conscious and non-conscious factors 
beyond the level of the individual are not examined because they lie outside the scope of 
the social cognition models. 
Limitations of Leventhal's representational approach 
The Lay Representational Approach and Leventhal's Illness Representational Theory, 
although giving more attention to the social environment than Social Cognition Models, 
do not pay sufficient attention to the dynamic interaction between the individual and 
the social environment (Joffe, 1996). Another theoretical criticism of Leventhal's model 
is that it assumes that people view health behaviour only within illness threat. It is 
therefore limited in its utility because it ignores behaviour conducted to promote good 
health (Millstein and Irwin, 1987). The model assumes that people are consciously 
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to avoid and respond to illness threat and they are active problem solvers. Similar to Social 
Cognition Models there is a failure to consider the possibility that not all individuals are 
deliberately motivated to think about their health and the avoidance of illness. Another 
central weakness of the model is the notion that people act on the presentation of threat 
(Millstein and Irwin, 1987). This is not always backed up by research which shows that 
people often delay in seeking medical attention when cancer symptoms are present 
(Richardson et aI, 1992). Leventhal also neglects to examine the explanatory rationale that 
underlies the components of illness representations. This again seriously reduces the 
usefulness of the model and its ability to provide insight into the complex nature of cancer 
and its health-related behaviours. Other Lay Theorists have attempted to uncover the 
underlying rationale but their work has largely rested on preconceived ideas and the 
utilisation of priori items. Finally, Leventhal has overlooked the idiosyncratic nature of 
different diseases favouring the development of a general model of illness. In this way 
researchers may have failed to uncover aspects of a representation of a specific illness that 
may be particularly salient in determining health related-behaviour. For example anxiety 
seems to be an integral part of the representation of cancer (Gutteling et ai, 1986; 
Berman et aI, 1990; Jepson et ai, 1990; Gregg et aI, 1994) which may affect the length of 
time to seek medical intervention following presentation of worrying symptoms. On the 
other hand anxiety probably plays a less of a role in the representation of bronchitis. 
SUMMARY 
Given the failure of the Social Cognition Models and Lay Representational Approach 
adequately to explain cancer-related health behaviour, or lack of, and the failure of 
health promotion to increase appropriate behaviours, an alternative theoretical position may 
be required. The Social Representational approach is examined next as such as alternative. 
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CHAPTER 2 
THE SOCIAL REPRESENTATION APPROACH 
INTRODUCTION 
The intention of this chapter is to outline Social Representation (SR) Theory and to 
examine why it is an interesting alternative to traditional research in the study of 
cancer-related thought and behaviour. Social Representation Theory was re-introduced to 
social psychology by Moscovici who proposes that this concept could replace traditional 
attitudinal research which he argues is static and descriptive. In contrast to Social 
Cognition Models, Social Representational Theory does not assume that an understanding 
of action can be found within the individual alone (Moscovici, 1984), rather, other 
socio-cultural factors that the individual may not be consciously aware of (Joffe, 1996) 
are considered. Unlike Social Cognition Models, this approach does not restrict itself to 
cognitions but emphasises the need to study conscious and unconscious emotions. 
Joffe (1996) stresses this point and notes that thought without feelings is viewed as an 
abstraction that does not mirror what happens in the minds of individuals (Levy-Bruhl, 
1949). The crux of Social Representational Theory will now be discussed. 
THE SOCIAL REPRESENTATION APPROACH 
- AN OVERVIEW OF THE THEORY 
A central and defining feature of the theory is that SRs are social in nature. 'Social' in that 
they are concerned with the interaction between the social world and the individual, are 
socially generated, modified and maintained through social interaction. By constituting 
a 'shared' social reality across individuals they allow the possibility of social exchange, 
communication and understanding. They frame our understanding of reality. Social 
Representations are a product of the interaction between the individual and the ideas that 
circulate within society and culture. In this way SRs being the property of the broader 
community can be seen as independent from the individuals that created them 
(Moscovici, 1984). This assertion is essential for an explanation of how people draw upon 
different, even opposing belief systems in order to make sense of their experiences 
(Mavridi, 1996; Joffe, 1996). Moscovici (1988) stresses that a true understanding of 
phenomena (eg. events, objects, ideas, people) can only be achieved by examining them 
where they take shape, within the 'social setting' of communication. We shall now 
examine how SRs are formed and modified and the function they fulfill. 
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The Interplay between Science and Common Sense 
The Social Representational approach not only considers the content of people's belief 
systems but also studies the process by which phenomena become the subject of a SR. 
Central to this process is the notion that many SRs originate as a by product of the 
interplay between two distinct universes, the 'reified' universe of science (made up of rules 
and regulations devoid of emotion) and the 'consensual universe' of common sense 
(where individuals are aware of and responsive to their emotions) (Moscovici, 1984). 
The interplay between the two universes is facilitated by the diffusion of scientific 
knowledge from the reified universe to the consensual universe largely by the means of 
the mass media. Moscovici considered the power of mass communication as significant 
in the formation of SRs illustrated when he said, "The revolution in communication has 
allowed the diffusion of images, notions, and vocabularies that science keeps inventing. 
They become an integral part of intellectual baggage of the lay person" (Moscovici 
and Hewstone, 1983, p.104). Similarly new phenomena are assimilated from society, 
drawn from the common sense thinking in society and absorbed into scientific theories 
(Herzlich and Pierret, 1987). For example scientific discussion about cancer will couch 
it within lay terminologies such as 'the fight against cancer" (see Lupton, 1996). 
Moscovici (1976) provides an example of the diffusion process involving the scientific 
concept of psychoanalysis and the way it acquired meaning within the general public. 
He argues that by being published and popularised and becoming the subject of discussion 
it influences understanding, behaviour and the language used by individuals. Moscovici 
and Hewstone (1983) suggest that the diffusion of scientific knowledge takes place not 
just as a function of mass communications but also various social situations including the 
classroom, TV, films, and during coffee breaks. Therefore language is a very important 
issue within the theory of SRs as it gives meaning to ideas and enables them to be 
communicated and diffused within society (Sotirakopoulou, 1991). 
The Dynamic Processes that Underlie Representation Formation 
and Modification: Anchoring and Objectification 
The actual means by which the scientific information is accommodated and made sense 
of is explained by specific mechanisms, called anchoring and objectification. These 
processes integrate the new and the unfamiliar within an already existing framework. 
Individuals are assumed to be motivated to make sense of the unfamiliar because of the 
fear and threat that is evoked. Anchoring is the initial process by which unfamiliar 
stimuli are compared to similar categories of phenomena which is similar to a cultural form 
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of the more cognitive categorisation (Joffe, 1996). When individuals encounter new 
phenomena they draw on ideas and ways of thinking that are acceptable to the individuals' 
with which they identify. This classification process may cause distortion of the new 
stimulus in order that it may be accommodated within the pre-existing framework. 
As a consequence the new stimulus then is at risk of being misunderstood. Thus SRs 
influence the way individuals perceive reality seeing it through prior 'conventions', 
which perhaps provides an explanation for why prejudices exist within our society 
(Sotirakopoulou, 1991). The anchoring of new phenomena within an already existing 
framework serves to maintain the dominance of certain ideas within society and allows them 
to be perpetuated through time. It can be understood then that to a degree "we mostly live 
in virtual worlds. By this I mean that we live in worlds in part composed of recollections, 
nostalgia, of things that linger on while they have actually changed" ... 50 "all SRs 
contain part truth and part illusion or error" (Moscovici, 1987; p.517). Nevertheless this 
classification process enables people to operate effectively in their social world by 
enabling them to form opinions and judgements about others and events which they are 
confronted with. Without anchoring there is no thought or perception, as every thought 
is related to an already existing belief system and has to be given a name in order to be made 
familiar and understandable. 
In SR formation the mechanism of objectification works by transforming the abstract ideas 
which anchoring has categorised into real concrete images and forces. The image can be 
considered the 'figurative nucleus' the very essence of the object or concept (Wagner, 1995). 
According to Wagner (1995) devices such as metaphor used within everyday language 
enable the process of objectification. An example of this mechanism could be the 
transformation of abstract scientific concepts into understandable everyday language 
(Augoustinos et ai, 1990). Moscovici's (1976) study on the diffusion of psychoanalytic 
concepts into everyday language is essentially a study of the objectification process. 
So SRs are produced and developed from a sequence of transformations which occur 
over time, by successive generations of human beings participating in collectives. All 
the representations that circulate within society even recent ones, such as scientific 
breakthroughs have a link with previous systems through a reference to collective 
memories. Thus even ideas that were initiated by new scientific advancements anchor 
into and become objectified with the use of past knowledge. This is how SRs are able to 
influence the behaviour of the individual in a collectivity. In this way "social and public 
processes, being the first to occur are gradually internalised to become psychological 
processes" (Mavridi, 1996, p.52). 
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The Prescriptive Power of Social Representations 
According to SR theory some SRs are 'prescriptive' imposed on individuals from the time 
of birth through socialisation. SRs are a product of collectives and not of individuals in 
isolation. When a child is born and socialised into a world of already existing representations, 
he does not construct his reality in isolation but within a social world. This should not imply 
that people merely absorb representations as SRs are actively modified to form new 
representations. At the same time individuals do actively make sense of their reality 
and can even overcome the constraints imposed upon them (Moscovici, 1984). Social 
Representations circulate in society and form the 'background' in which ideas are 
evaluated and made sense of (Joffe, 1996). However, Jahoda (1988) argues that the 
prescriptive power of SRs implies that individuals are passive receivers of information 
and therefore individuals cannot be at the same time actively theorising and attempting 
to make sense of their world. Jahoda believes there is a tension in the theory between the 
'prescriptive power' of SRs and the view that individuals are amateur scientists actively 
making sense out of the world. However, this 'tension' is easily reconcilable if one considers 
that individuals are not always consciously aware of everything around them or of the 
cultural values that are imposed upon them (Sotirakopoulou, 1991). 
The Function of Social Representations 
Moscovici (1984) argues that the function of SRs is to make the world seem understandable, 
manageable and less threatening and to aid social communication. According to Moscovici 
unfamiliar objects are argued to cause feelings of threat and discomfort. In order to reduce 
stress individuals attempt to 'accommodate' the unfamiliar into an already existing 
context, to define it, in other words represent it. It is the mechanisms of anchoring and 
objectification already discussed that are required to make the unfamiliar less threatening. 
Social Representations and their Relationship with Behaviour 
According to Moscovici (1984) SRs determine responses to phenomena that individuals 
encounter. If individuals change or acquire a new SR they in turn are expected to alter their 
behaviour. The theory of SRs also posits that the wayan individual reacts to a novel stimuli 
will depend on their pre-established representations, and the way it is anchored. So the same 
phenomena may incite different responses depending on the representation that is activated 
at a particular time and in a specific situation. 
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Moscovici (1984) has further suggested that the less aware individuals are of their 
representations the more these representations tend to rule responses. In other words if 
they are used automatically and unquestioned they are likely to have a more powerful 
influence over behaviour. Although Moscovici does not provide support for this argument 
it is congruent with Fazio's (1990) spontaneous model which posits that not all behav-
iour is under conscious control. This model posits that an attitude towards an object may 
be automatically activated in memory following the presentation of the object leading 
automatically to behaviour. According to Fazio attitudes that are automatically activated 
are much more likely to lead to attitude consistent behaviour. 
The evidence that there is a relationship between SRs and behaviour is limited (Molinari 
and Emilani,1990; DiGiacomo, 1980; Codol, 1984; Abric, 1984). Little time has been spent 
establishing a predictive relationship between SRs and individual action as many 
researchers have considered the empirical demonstration unnecessary (Mavridi, 1996). 
Many adherers to the collective approach to SRs have no desire to examine causality 
and do not view SRs as a causal approach (eg. Joffe, 1996). Others have argued that it 
is difficult to establish the direction of causality as actions could influence SRs and vice 
versa (Sotirakopoulou, 1991). 
SOCIAL REPRESENTATIONAL THEORY - A CRITIQUE 
The Definition of a Social Representation 
The absence of an operational definition 
Criticisms have largely originated from the fact that no formal definition of a SR has been 
offered (Potter and Litton, 1985). Moscovici (1988) justifies the lack of an operational 
definition by arguing that it would stunt theoretical development and intellectual 
enquiry would be replaced by 'mindless fact gathering' (Moscovici, 1988, p.213). He argues 
that this position is not a problem as abstract and ill defined explanatory concepts are 
frequently used in other areas of science (eg. the atom in physics) as well as psychology 
(eg. self schema and attitude). He furthur justifies no operational definition by arguing 
that SRs are complex in nature and therefore not easy to define. Moscovici (1987) proposes 
that researchers should "reject easy definitions as vigorously as misleading precision ... and 
that we should not attempt to give the impression that our accuracy rivals the accuracy 
of optics". In view of this he argues for a re-evaluation of the 'sacrosanct 0.5 level of 
significance' (p.517). 
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However Moscovici is not completely against definitions and has encouraged other 
researchers to define the concept and given a couple of definitions himself. For example in 
the preface of Herzlich's (1973) book titled Health and Illness, Moscovici wrote, 
" ... SRs are cognitive systems with a logic and language of their own. They do not represent 
simply 'opinions about', 'images of' or 'attitudes towards' but 'theories' or 'branches' of 
knowledge in their own right, for the discovery and organisation of reality. That is an 
internalised knowledge structure which people use to organise information about the social 
world." (Moscovici, pxii in foreword to Herzlich, 1973). 
The consequences of no operational definition 
As a consequence of no operational definition researchers have found it difficult to study 
SRs and select appropriate methods (Breakwell, 1993a) cognizant of the need to match 
theory and method (Farr, 1993). To prevent others finding fault with their research 
researchers have traditionally defined what they mean by a SR and then selected 
appropriate methods. Consequently the variation in definitions and the eclectic nature 
of research methods employed has made comparisons across studies difficult (Potter 
and Litton, 1985; Hammond, 1993). However the greatest consequence of no operational 
definition is that it does not allow the theory to be tested empirically which is required 
if it is to be given scientific credibility (Hammond, 1993). It is therefore in danger of being 
viewed as a philosophy in much the same way as psychoanalysis (Fife-Schaw, 1996). 
Two ways of conceiving Social Representations and methods used 
Realising the potential of the theory of SRs and wanting to cast some light on what it means 
to study SRs (including the form of sampling to be used) some researchers (eg. De Rosa, 
1994; Joffe, 1996) have drawn attention to the fact that there has emerged two ways of 
conceiving SRs despite the wide variation in definitions. One conception, the distributive 
premise to SRs, views SRs as shared beliefs and considers the central issue to be the degree 
to which there is a shared ideation across a plurality of persons (see Jaspers and Fraser, 1984; 
Potter and Litton, 1985; Fraser, 1994; Hammond, 1993; Fife-Schaw, 1993). Within 
this definition the extent to which a representation is shared across individuals allows the 
researcher to determine whether it is a 'social' representation or not. The alternative 
conceptualisation is a far wider conceptualisation and is more like Moscovici's notion of 
SRs (Joffe, 1996). Within this collective conceptualisation SRs are concerned with the study 
of groups and tapping the cultural imperative within the given community under study. 
Emphasis is given to the fact that SRs lead an independent life of their own outside the minds 
of the individuals that created them. One of the main goals is to tap the social processes 
underlying representation formation and modification, rather than the measurement of 
spread within a population. 
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The differences in the way SRs are conceived is also reflected in the methods chosen to 
study SRs. Researchers adopting the 'shared approach' typically utilise quantitative 
methods whilst those adopting the 'collective approach' employ qualitative methods. 
The former seeking empirical quantification, and the latter more concerned with the social 
processes which underly representation formation and change. Those researchers adopting 
the collective approach dismiss the need to ascertain the degree of 'sharedness' of a 
representation, arguing that it is the explanatory rationale and the processes underlying 
SR formation and modification that is important. Although this is a simplification of the 
research that has been conducted it serves to make a neat division (De Rosa, 1995). 
The author's conception of a Social Representation 
Having discussed the defining features of the theory of SRs it now remains to propose a 
meaningful and scientifically viable definition of SRs. The author adopts the distributive 
premise of SRs which is primarily concerned with the 'shared' nature of SRs. Shared 
representations are defined as being social in origin enabling individuals to communicate 
construct and perceive their reality. They are composed of dynamic systems of knowledge 
beliefs, attributions, theories and explanations concerning a given phenomenon that are 
shared to varying degrees by a plurality of persons. SRs are considered to be created 
through social interaction and communication, and aid in the understanding of social 
phenomena and the justification of actions. 
Empirical accessibility and scientific validity of SRs 
It is argued that Social Representations can only really be tested empirically by sampling 
the individual and therefore the empirical accessibility of collective representations is called 
into question as central to this position is the notion that SRs are partially independent 
from the individuals that created them existing outside of the individual in the cultural 
milieux. It is noted that this is an issue overlooked by collective theorists frequently only 
adopting methods at the individual level (eg. Herzlich, 1973). As there is difficulty in testing 
the existence of collective representations empirically this approach does not fulfill the 
criteria for scientific study (Hammond, 1993). Collective representations should therefore 
be viewed more as an explanatory framework which draws attention to the interplay 
between the individual and culture. This position is one that should not dismay collective 
theorists as they themselves emphasise the use of the collective approach in guiding and 
explaining why representations are held, modified and perpetuated (Joffe, 1996). The shared 
approach to SRs is more promising from a scientific point of view emphasising the shared 
nature of beliefs across individual units of analysis (Hammond, 1993). The shared 
approach also considers the need for generalisability which is important in health research 
especially when the goal is towards the prediction of behaviour. 
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Social Representations: A Version of Individualism? 
An issue of contention concerns the type of group necessary in order to study SRs. 
Research that has adopted the shared distributive premise of SRs and employed the use 
of taxonomic groups (examining the shared ideation across a plurality of individuals and 
not naturally occurring structural groups) has been criticised for reducing the theory of 
SRs to a version of individualism (Harre, 1984). According to Harre (1984) by using 
taxonomic groups (rather than structural groups) SRs are not social in the sense of 
belonging to a group and so therefore are just individual representations each being 
similar to the rest. Moscovici (1988) does not agree with Harre. Although Moscovici 
favours the use of structural groups he argues that taxonomic groups are worthy of study 
as the individuals within them still have a certain degree of association and interaction 
having access to the same societal representations. This position taken by Moscovici is 
implicit support for the shared distributive premise to SRs and the ability to examine cul-
tural elements within society by examining individual representations (Hammond, 
1993). The degree of shared ness reflecting the strength of the cultural representation. 
It is therefore emphasised that the shared distributive approach to SRs does not reduce 
the theory to a version of individualism as an individual's representations are acknowledged 
to be embedded within the cultural context in which they were created. 
Furthermore, Moscovici (1984) emphasised that society is complex and therefore benefits 
from the study of both taxonomic and structural groups; "the former allowing a large 
margin of variation to individuals, the latter more like an organism whose members exist 
only as a function of the whole. These two groupings are counterparts to each other and 
act as complements" (p.960). In this way the theory of SRs takes into account the variety 
within society as well as its structured and defined parts (Sotirakopoulou, 1991). 
The Ability of Social Representations to Distinguish Social Groups 
Another issue that has caused contention concerns the ability of SRs to distinguish between 
social groups on the basis of the representations held (McKinlay, 1993). The theory posits 
that SRs make a group what it is, and act as a unifying force (Moscovici and Hewstone 
1983). In practice this has caused difficulties (Potter and Litton, 1985) as many empirical 
studies have tended to assume 'consensus' and ignore the internal variation within a group 
(eg. DiGiacomo, 1980; Herzlich, 1973; Potter and Litton, 1985; Potter and Wetherwell, 
1987). Some researchers have assumed that representations indicate group boundaries on 
the one hand and at the same time have assumed that representations can be identified 
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from the group, in effect a problem of circularity (Breakwell, 1993a). The problem has been 
exacerbated by researchers failing to establish whether the group has any psychological 
meaning to the individuals within the group examined (Augoustinos, 1991). Fife-Schaw 
(1993) provides a methodological solution to this circularity problem. He argues that 
researchers instead of defining their groups on a priori grounds should let the representations 
themselves define the groups and see if these concur with the natural social groupings. 
Criteria to Establish a SR 
Given the need to empirically establish the existence of a SR for good scientific research 
there have been numerous criticisms and requests concerning the lack of criteria to 
establish the existence of a SR (Potter and Litton, 1985; Potter and Wetherwell, 1987). 
One criterion in particular called for is to do with the degree of 'sharedness' required to 
establish the existence of a shared representation (Potter and Litton, 1985; Potter and 
Wetherwell, 1987; Fife-Schaw, 1993). 
In response to the need for a measure of 'sharedness' researchers adopting the collective 
approach to SRs argue that it is not necessary to ascertain what proportion of a population 
shares a representation as the benefits are outweighed by the need to tap the processes 
which underly representation formation and interaction (Joffe, 1996, 1997). The need to 
assess the degree of 'sharedness' is also probably dismissed because of the difficulty in 
assessing the 'sharedness' across individuals when using qualitative methods (eg. interviews) 
which is a frequently adopted method by researchers adopting the collective approach 
to SRs. Another possible reason for the failure to provide a measure is to do with the fact 
that different SRs will have different unifying forces depending on the function they are 
serving and therefore will vary with the degree to which they are shared (Doise, 1993). 
Finally it is argued that the lack of criteria to establish the existence of a SR is a serious 
weakness and requires examination by Moscovici. 
Social Representations and Health Behaviour 
A criticism of the theory relates to the fact that an empirical demonstration of causality 
between SRs and behaviour is considered unnecessary by some researchers (eg. Joffe, 1996). 
According to Joffe (1996) for example causal assumptions should be laid to rest. Joffe (1996) 
takes Wagner's (1994) stance that researchers cannot prove that beliefs determine actions 
since both beliefs and actions are expressions of underlying representations. Clearly this 
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stance is unsatisfactory from a positivist stand point. Fife-Schaw (1997) argues that if the 
theory of SRs 'explains' that prediction is not possible it should be dropped. However 
Joffe (1997) in a follow up article argues that the relationship between SRs and behaviour 
should be considered as reciprocal in nature. It is therefore argued that it is legitimate to 
study SRs as independent variables in order to explain behaviour. If this position is not 
taken SRs run the risk of being viewed as being riddled with problems of circularity (Potter 
and Litton, 1985). 
The Role of the Processes Familiarity, Anchoring and Objectification 
A particular criticism relates to the function of SRs to make the unfamiliar familiar by means 
of anchoring and objectification. Jahoda (1988) argues that the role that unfamiliarity 
plays in SRs could be replaced by notions such as curiosity and attraction to novelty. 
However this is not a satisfactory position according to Sotirakopoulou (1991) who argues 
that this would reduce SRs to an individualistic concept not taking into account the social 
interaction essential for the unfamiliar to be anchored and objectified. In other words not 
appreciating the communicated socially constructed and socially sustained character of 
thought and knowledge (Emler, 1987). However Sotirakopoulou (1991) argues that 
the social processes explained by familiarisation, anchoring and objectification could be 
explained by other means. It is interesting to note here the parallels between the 
process of anchoring and Bishop's (1991) notion of prototypes of illness which serve as 
standards against which other diseases are matched and evaluated. However it is not a 
sufficent explanation as in line with Jahoda's it ignores the central role played by the social 
world in constructing the prototype. Nevertheless it is interesting to note given the 
interest in the illness cancer in this thesis. From the authors point of view Jahoda 
(1988) also makes an interesting point to the extent that it draws attention to the fact 
that the theory of SRs has neglected to consider that not all individuals will attend in the 
same way to their social environment. 
The Role of Individual Differences within the Framework of SRs 
This is an issue that has been raised as a deficiency in the theory (Mavridi, 1996). Indeed 
the use of examining SRs and individual differences has been touched upon by various 
authors (Doise, 1990; Gaskell and Fraser, 1990; Breakwell, 1992, 1993a; Mavridi, 1996). 
The theory of SRs assumes that individuals have equal resources to their social environment 
and will attend in the same way to their social environment. It fails to consider that individual 
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differences will influence how individuals respond to their social environment in terms of 
their socialisation and their social interaction with other people. It is argued here that the 
consideration of individual differences within the framework of Social Representations 
does not reduce the theory to a version of individualism. It merely takes a more 
holistic approach to the study of SRs. It is also emphasised that Moscovici (1984) 
implicitly mentions this point when he argues that SRs are a product of inter-individual 
communication and interaction. It is therefore argued that the examination of individual 
differences should not be a problem. In other words the examination of individual 
differences does not prevent the examination of the role of the social environment or its 
influence on the individual. Neither does it prevent emphasis being given to the shared 
nature of belief systems. 
It is also acknowledged that the relationship between individual differences and SRs could 
be examined in reverse. Breakwell (1993a) notes that the view of personality dimensions 
as socially determined dismisses the view of traits as non-social explanations of action. 
This stance is particularly appealing from a SR point of view and is a position discussed by 
Doise and Lorenzi Cioldi (1991) and Doise (1995) in the construction of a representation 
of 'self' and 'identity' (Breakwell, 1993a; Mavridi, 1996). However emphasis here is given 
to the need to recognize the fact that individual differences do influence the course of social 
interaction (Breakwell, 1993a). For example, shyness or social estrangement could prevent 
participation in communication necessary to either acquire or to influence a SR. The trait 
of extroversion on the other hand is likely to result in individuals seeking out exposure 
to a variety of SRs. Breakwell (1993a) emphasised the importance of traits when discussing 
her data from a cohort-sequential longitudinal study conducted on the sexual activities of 
British 16-21 year old people (Breakwell and Fife-Schaw, 1992; Breakwell et ai, 1991). 
In this study, a series of questions were posed to elicit aspects of what might constitute 
a representation of AIDS. An extensive set of questions about sexual activity was also 
asked. Self descriptions of traits, which included willingness to take risks, were elicited. 
Self-professed riskiness was found to be correlated with less safe patterns of sexual 
behaviour. Riskiness was positively correlated with a representation of AIDS/HIV which 
effectively diminishes the risk attached. So risk takers are more likely to feel that a cure 
is feasible, to think it is possible to identify a person with AIDS looking at him or her, 
and to think that having sex with only one partner will prevent infection. The argument 
does not require that all traits affect the adoption of a SR, either in its entirety or in some 
part. But personality traits do play some role and should be considered and examined 
(Breakwell, 1993a). Clearly the study of individual differences within the framework of SRs 
has significant implications for the type of empirical work which is possible. As Mavridi 
(1996) notes the data source for both individual differences and representations must be at 
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the level of individuals. Data analysis must permit the exploration of shared representations 
as well as an exploration of individual differences. 
SOCIAL REPRESENTATIONS - IMPLICATIONS FOR 
THEIR USE IN THE STUDY OF CANCER PREVENTION 
It is clear that the shared distributive approach to SRs is an interesting alternative to 
traditional research into cancer-related thought and behaviour. The shared distributive 
approach to SRs is emphasised over the collective approach because it is more empirically 
accessible and therefore more scientifically viable. Adherers to the shared distributive premise 
are also more interested in advancing the theory of SRs scientifically (Hammond, 1993; 
Fife-Schaw, 1993), than adherers to the collective approach to SRs. 
It is argued that the theory of SRs may be an improvement on traditional research in the 
study of cancer prevention because unlike traditional research it gives due consideration 
to the societal and cultural forces and emphasises the social processes involved in the 
generation and modification of information (Moscovici, 1988). It also provides 
explanations as to why beliefs are held (eg. processes of anchoring and objectification) and 
explains how people make sense of new material and incorporate it into already existing 
belief systems (Jaspers and Fraser, 1984).The study of shared representations is important. 
Traditionally health research has operated on the belief that people need to know the facts 
about an illness (Joffe, 1996). However different groups of individuals holding different 
shared representations will differ with respect to what they think is rational (see Wagner, 
1993). This necessitates the targeting of particular groups rather than directing information 
campaigns at the general population (Breakwell, 1993b; Joffe 1996). Understanding the 
way the representation is anchored and objectified across individuals holding the shared 
representation would enable the design of effective health campaigns. An understanding 
of the way cancer is anchored then may help explain why cancers association with death 
continues to be overestimated despite medical advances in the treatment and cure of cancer. 
In effect the SR approach unlike the social cognition approach examines cancer as a social 
phenomenon which may help in understanding cancer related thought. 
In summary the SR approach provides an innovative view of cancer in relation to the social 
environment which can be considered to fit between the individualistic and socio-cultural 
analyses (Joffe, 1996). The theory directs attention to the study of the mass media in diffusing 
scientific knowledge to the lay world and other social factors including the level of 
experience with cancer. It also emphasises the need to study language which is used to 
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describe cancer as it frames the understanding of cancer as well as helps in the transmission 
of information (Emler et aI, 1987). The importance of studying emotion (conscious and 
unconscious) is also emphasised (Markova and Wilkie, 1987), which is especially important 
here given the anxiety provoking nature of cancer (Gutteling et aI, 1986). The theory of SRs 
also takes into account that some knowledge and understanding is outside of the conscious 
mind. According to the theory any attempt to modify cancer-related thought and action 
must take into account the very inaccessibility of the cultural and society assumptions 
that underpin individuals' SRs which may be an important reason why social cognition 
research fails to explain much of the variance in health behaviour. It is hoped that the 
SRs of cancer may explain the lack of compliance with health related behaviours. 
Finally, the theory of SRs may provide new insights into cancer-related thinking and 
behaviour. However the theory has not dictated the methods to be used to elicit 
representations which could prove to hinder the fruitful elicitation, measurement and 
understanding of SRs, an issue the author hopes to address in this thesis. 
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CHAPTER 3 
MEASURING SOCIAL REPRESENTATIONS 
INTRODUCTION 
The aim of this chapter is to outline how the adoption of a multi-method approach enables 
a more integrated understanding of the phenomenon under investigation (De Rosa, 
1995). It has been increasingly recognised that there is a need to adopt this approach 
(eg. Sotirakopoulou and Breakwell, 1992) given the complex nature of Social 
Representations and the numerous sources of error that can occur with any single 
method (Farr, 1993). The lack of any methodological orthodoxy has resulted in confusion 
and conflict among researchers (Breakwell, 1993). As a result, De Rosa (1994) has argued 
for the need of a 'handbook of methods' to guide their exploration and it is the intention 
of this thesis to go some way in addressing this concern. 
This chapter begins by critically examining the qualitative versus quantitative debate 
which will draw out the benefits of incorporating both types of methods to yield a fuller 
understanding of SRs. The value of idiographic methods will also be discussed as they focus 
on the way the individual cognitively structures their reality which will reveal inadequacies 
in adopting nomothetic methods alone. Attention will also be drawn to the possibility of 
studying emotion (which is an insufficiently studied component of SRs), and the partially 
unconscious cultural forces that impinge on the individual through the use of a relatively 
novel approach, the metaphor procedure. 
METHODS EMPLOYED TO STUDY SOCIAL REPRESENTATIONS 
Qualitative vs Quantitative Methods and SRs 
Qualitative methods (eg. participant observation, media analysis, case studies, interviews) 
have traditionally been used to study SRs and their benefits have been demonstrated by 
numerous authors (eg. Herzlich, 1973; Emler and Dickinson, 1985; Campbell and Muncer, 
1987; 1994; Campbell, Muncer and Gorman, 1993; Capitanio et aI, 1993; Joffe, 1996). 
The value of employing quantitative methods (eg. questionnaires, attribute checklists) has 
also been demonstrated (eg. Figueiras et aI, 1995; Archer et aI, 1994; Comby et aI, 1993; 
Campbell et aI, 1994; Echebarria et aI, 1992; Fife-Schaw, 1993). 
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Taking a very general perspective, a tension exists regarding the use of qualitative or 
quantitative methods (De Rosa, 1995). Much of the debate is connected to the differences 
in the way SRs are conceived. A clear division is evident in the use of methods between 
researchers who adopt the shared distributive approach to SRs (eg. Jaspers and Fraser, 
1984; Potter and Litton, 1985; Fife-Schaw, 1993; Hammond 1993) and those that adopt 
the collective approach (eg. Joffe, 1996). The former favour quantitative methods and are 
concerned with quantification where as the latter typically adopt qualitative methods and 
are interested in examining the social processes involved in the creation and modification 
of a SR. Both qualitative and quantitative methods will now be examined in relation to the 
variation in the ways SRs are conceived, in order to draw out the benefits of an integrated 
approach. As a short hand researchers adhering to the collective approach to SRs will be 
called 'collective theorists' and those adopting the shared distributive approach will be 
called 'distributive theorists'. 
Unrestricted versus restricted format of methods to study SRs 
Collective theorists endorse the value of qualitative methods because they permit the 
examination of social reality. By allowing respondents to express their own ideas in their 
own words it enables the researcher to tap the content domain of a SR and become 
familiar with the patterns of thinking and the type of language used to describe the 
phenomenon under investigation (Sotirakopoulou, 1991). Language is an important 
area to examine as it is used as a vehicle to objectify and give meaning to unfamiliar objects 
and concepts (Wagner, 1995). In this way qualitative methods can be used to trace the 
social origins of SRs. It is also possible to identify reasons for changes in the way 
objects are perceived or sustained by introducing new information. Longitudinal studies 
using qualitative methods would also enable researchers to examine the anchoring of novel 
stimuli and their objectification into concrete images (Galli and Nigro, 1987). However 
most studies in the SR field do not study the dynamic processes underlying representation 
formation and modification directly. 
Qualitative methods also permit the identification of socio-cultural influences that 
impinge on individuals and enable the examination of ambiguities that exist within 
individuals belief systems (Moscovici, 1988; Joffe and Dockrell, 1995). For example Joffe 
and Dockrell (1995) found an inconsistency in the practice of safe sex behaviour. 
However there was a reason for this ambiguity, the practice of safe sex was not viewed as 
necessary within potentially loving relationships. Collective theorists argue that this type 
of information is invaluable and enables the generation of new theories. Qualitative methods 
are particularly adept at accessing the decision making processes underlying beliefs 
and related behaviour within a social context (Basch, 1987). Here we can see the 
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weakness in the distributive theorists approach as quantitative methods constrain each 
individual to a fixed answer format to enable quantification. Using quantitative methods 
distributive theorists are restricted to the measurement of knowledge, attitudes and 
opinions and are not able to examine the underlying rationale for representations held. 
They are unable to address the ambiguities that may be present in their data. They may also 
fail to measure salient socio-cultural factors that may be influencing the way the object under 
investigation is conceived. In short the adoption of quantitative methods alone could result 
in the measurement of a spurious representation (Fife-Schaw, 1993) as researchers are at 
risk of imposing their own representations onto the questions posed within their 
research methods. The restricted answer format also makes it difficult to study the social 
processes involved in the generation and modification of representations. However some 
researchers have demonstrated that it is possible using questionnaires to examine the 
changes in representations by administering them several points in time. For example 
Echebarria et al (1994) found that social conflict increased the number of smokers 
holding a 'defensive' representation about smoking. Non-smokers on the other hand were 
not effected by the introduction of conflict. However quantitative methods are clearly less 
equipped to examine how information is anchored and objectified (Joffe, 1996). 
Generalisability of information elicited 
The strength of the unstructured nature of qualitative methods has also paradoxically been 
raised by the distributive theorists as a weakness. The argument being that the breadth 
of information is sacrificed for indepth idiosyncratic understanding within qualitative 
methods. This, combined with the fact that only small populations are possible due to 
money and time constraints, prevents predictions to be made to the general population. 
This is considered a serious limitation by Fife-Schaw (1996) as he argues that within the 
health arena there is a need to be able to predict behaviour in order to inform health 
promotion campaigns. However Joffe (1997), a collective theorist, argues that the ability 
to predict behaviour is not the prime motivation within health research. She argues that 
non-predictive research is very useful within the context of health promotion and argues 
that the consistency in findings across a number of predictive studies have proved to be 
of great use to health professionals. For instance she argues it has been established that 
people from a range of social groups practice unsafe sex when they view their partners 
as intimate. Safer sex on the other hand is practised when partners are viewed more 
distant (see Flowers et ai, 1996). In other words it is apparent that collective theorists 
hold the view that it is the understanding of the social world that it is important and not 
quantification and verification. 
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The measurement of the 'sharedness' of representations 
Another related criticism raised by Fife-Schaw (1996) is that qualitative methods do not 
readily lend themselves to measurement and it is difficult to decipher whether a SR is 
shared or not. The argument being that the degree of sharedness is frequently assumed 
and often diversity across subjects ignored. For example he argues that Joffe (1996) in her 
interview based study on the SRs of AIDS/HIV overlooks the fact that agreement 
across respondents seemed sometimes very low. The problem of assessing sharedness 
is even more complicated when group interviews have been used due to the problem of 
group polarisation, the tendency for respondents to gravitate towards the group norm 
(Morgan, 1988). Unwittingly the researcher may conclude that there is more consensus 
then there actually is (Millward, 1995). Moreover variation and diversity across 
respondents may also be lost through coding and classifying the data (eg. Emler, 
Ohana and Moscovici, 1987). 
Quantitative methods in contrast are well suited to the measurement of shared representations 
(eg. Mugny and Carugati, 1989). The most common statistical procedures used being 
cluster and discriminant analysis, which Fife-Schaw (1993) uses in conjunction with his 
attribute checklist procedure to determine shared representations. If shared representations 
are identified it is then possible to examine their relationship to other variables including 
social variables in order to trace their origins (Fife-Schaw, 1993). Quantitative methods 
then permit theoretical questions to be properly addressed and tested. 
The ability to elicit emotion 
However a criticism that has been directed at quantitative methods is their inability to 
examine affect. Joffe (1996) argues that emotion which is an important component of 
a SR cannot be adequately accessed by asking respondents a 'what do you feel question'. 
She furthur argues that methods that do not rest on the verbal code are more appropriate 
for the study of emotion. In response to the criticism Fife-Schaw (1996) notes the fact 
that Joffe (1996) has based her work on interview data in which she discusses emotional 
issues also rests on the verbal code. From a positivist point of view one could also 
argue that there are difficulties in empirically validating a representation without 
attention given to verbalisation. 
Subjectivity vs objectivity 
On a more general note there are differences between the methods in terms of reliability 
and objectivity which has implications for the study of SRs. With regard to qualitative 
research a possible source of error concerns the subjectivity of the information elicited. 
Evidence may unconsciously be sought by a researcher to support a preconception about 
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the phenomenon being examined (Basch, 1987). Similarly, cues may be unconsciously 
provided to extract desirable responses (Stewart and Shamdasani, 1991). Subjectivity is 
also a problem at the level of coding and classifying information elicited as the researcher 
may unwittingly impose his/her own representations and expectations onto the data. 
Possible solutions are to employ another researcher to code the work and to verify 
the findings with the respondents in the study. Another source of error concerns 
social desirability which is especially true for personal and sensitive issues (eg. sexual 
representations amongst adolescents) and therefore should be considered when analysing 
results. In summary this discussion demonstrates how information from one type of 
method can be used to enrich the information from another type of method and vice versa. 
Idiographic Methods 
History of idiographic methods 
The interest in individual cognitive systems is not confined to SR theorists (eg. Ward and 
Russell, 1981) or new to psychological research. Bruner et al (1955) proposed the traditional 
concept theory as a way of understanding the categorisation process that individuals use 
in order to make sense of their reality. According to Bruner, individuals' group different 
events or stimuli into 'equivalence classes' on the basis of concrete or abstract features they 
possess. In contrast, Rosch's (1977) prototype theory takes into account the difficulty in 
grouping social objects and events unequivocally. Her theory acknowledges that categories 
within the conceptual system overlap to some degree and according to Rosch, each 
category has what is called a 'prototypical member' which is most characteristic of the 
members within the category. Categorisation is thus based on how similar an entity is to 
the prototype and takes into account the 'fuzzy boundaries' that may exist when trying 
to categorise an object (Canter et ai, 1985). 
The interest in individual classification systems was probably generated by the work 
of Kelly (1955) who suggested that an understanding of the classification procedures that 
people use is fundamental to the understanding of human behaviour. Kelly argued that 
each individual actively explores the world, constantly refines internal representations, 
which in turn guides the wayan individual perceives, understands, predicts and controls 
his life. This classification system is argued to enable individuals to deal effectively with 
their social environment and react to the myriad of novel stimuli that they encounter 
in everyday life. Since Kelly's early work a number of idiographic procedures have 
been developed including the semantic differential (Osgood et ai, 1957), the Q-sort 
(Stephenson, 1953), the repertory grid technique (Kelly, 1955; Bannister and Fransella, 1980), 
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drawings (eg. Brown et aI, 1987; Galli and Nigro, 1987), free associations (eg. Zani, 1993; 
De Rosa, 1993), and sorting tasks (eg. Canter et aI, 1993). The latter three methods are 
given attention here as they are frequently used within the SR field. 
Drawings 
Numerous researchers have used drawings but frequently in combination with other 
methods (eg. Milgram, 1984; De Rosa, 1987; Galli and Nigro, 1987; Uzzell and Blud, 
1993). Individuals are asked to provide drawings and sometimes provide explanations 
for what they have drawn. Drawings are usually analysed using content analysis (eg. Galli 
and Nigro, 1987) but more recently multi-dimensional scaling procedures have also been 
used (eg. Uzzell and Blud, 1993). The main reason for employing drawings is that they 
do not rely on extensive verbal accounts. This is an important consideration especially 
when dealing with less articulate subjects or children who are restricted by their verbal 
explanations (Matthew, 1985). It is also argued that this method may allow researchers 
to elicit the unconscious component of a representation as they do not require the subject 
to think or rationalise about the subject (De Rosa, 1987). Drawings are also thought to 
be useful for examining individual's images of the phenomenon under study which is 
part of a SR. Ironically the advantage of not using a verbal code is also its limitation as 
it is difficult to work out the rationale for the representation held (Sotirakopoulou, 
1991). Researchers often require respondents to explain and describe the drawings 
made in attempt to understand reasons for the representation (eg. Galli and Nigro, 
1987). It is also difficult to make comparisons across respondents as they are likely to 
draw different aspects of the same phenomena under study. In this way it is difficult to 
establish the degree of sharedness of a representation under study (Sotirakopoulou, 
1991). Although this problem has been ameliorated by giving instructions about what 
to draw (De Rosa, 1987) this restricts freedom of expression. The initial coding of the 
data may cause a distortion in the representation elicited. This method is subject to numer-
ous biases and is particularly vulnerable to subjective bias. Extreme care must be taken 
when analysing the drawings. Confidence in achieving a valid representation could be 
increased by asking the respondents to substantiate the interpretation made, a procedure 
rarely conducted. 
Free association 
The free association technique was first used to study SRs by Di Giacomo (1981) to study 
the unconscious component of a SR and has subsequently used by many researchers 
(eg. Guimelli, 1993; De Rosa, 1988). A recent development has been the 'associative 
network procedure' designed by De Rosa (1995). In a typical association task subjects 
are presented with one or more stimuli objects are then asked to freely associate in relation 
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to them. In this way subjects are thought to express freely their images of the phenomenon 
under study, and its relation to other objects. 
However the associative network technique differs from traditional free association 
as it enables respondents to specify the "structure of the semantic field by establishing 
connections between the words they have associated with the stimulus word. In traditional 
free association techniques this stage is deduced post hoc by the researcher on the basis of 
statistical techniques that identify clusters amongst the field elements" (De Rosa, 1995, pAl. 
This is a significant advantage with respondents structuring their own representations 
rather than researchers deducing the structure that exists. 
Free association techniques have been increasingly used because of the development of 
sophisticated techniques such as multi-dimensional scaling and correspondence analysis 
(De Rosa, 1995). The main argument for their use is that they are able to elicit the latent 
and evaluative components of SRs due to their projective nature, which is also thought 
to reduce the problems of social desirability. They are also seen as valuable because they 
allow the collection of a large amount of information which can be used in the creation 
of interview questions and questionnaire items. 
A limitation of the free association method is that the choice of stimulus objects could 
be biased by researchers expectations (Sotirakopoulou, 1991). Another limiting factor is 
that only a small number of objects can be used, otherwise the procedure becomes very 
time consuming and repetitive. It is for this reason that the free association method is most-
ly used in combination with other methods (eg. Zani, 1993). 
The Multiple Card Sort Procedure 
History 
The use of sorting procedures is not a new phenomenon in the study of SRs. It has been 
employed to study everyday conceptions of personality (Semin and Chassein, 1985), mass 
media representations of HIV and AIDS and its relation to the self (Stockdale, 
Dockrell and Wells, 1989) and occupational representations (Canter and Monteiro, 
1993). However attention in this thesis is drawn to the Multiple Card Sort Procedure 
(MCSP) developed by Canter et al (1985). 
Procedure 
The MCSP requires respondents to sort a set of cards (representing elements under 
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exploration, for example cancers} according to a single construct until all criteria are 
exhausted. No extensive verbalisations are required (Canter and Monteiro, 1993). 
Rosenberg and Kim (1975) argue that major distortions in an individual's cognitive 
representation can be introduced if subjects believe they have only one opportunity to 
sort the elements into categories. Multiple sortings are therefore encouraged in order to get 
at the respondents 'true' representation. This technique appreciates the overlapping nature 
of elements, the fact that they do not fall neatly into a single category (Crassa, 1989; Canter 
and Monterio, 1993). 
Analysis 
The potential of the MCSP (like drawings and free association techniques) has in part been 
realised by the successful use of non-metric multiple dimensional scaling techniques, 
such as Principal Components (Slater, 1967); Multiple Scalograms (Canter et ai, 1985) or 
Optimal Scaling (Hammond, 1985). These analytic procedures provide a two-dimensional 
visual representation of the respondent's categorisations, the relative distances between 
the elements (for example, cancers) reflecting the similarities and differences between them. 
Advantages of the Multiple Card So11 Procedure 
The Multiple Dimensional Scaling technique (see Purkhardt and Stockdale, 1993 for an 
evaluation of the value of this procedure to the study of SRs) is particularly useful as it 
provides 'item' plots for each construct (Wilson, 1995). These indicate for each construct the 
category to which each element was assigned to. In this way the researcher can ascertain 
how elements are similar or different from each other. It is therefore possible not only to 
observe the structure of an individual's representation but also to discern why it is 
structured in this manner (Canter and Montiero, 1993; Watt, 1996). In other words the 
MCSP and the associated analysis permits the elicitation of the evaluative criteria 
underlying SRs. In addition the MDS analysis does not constrain the data to a linear order. 
The structure of each idiographic representation is not the same for each respondent as 
with other quantitative research which is limited to the manipulation of arithmetic 
means and correlations requiring the actual organisation of the data for each respondent 
be identical (Canter Brown and Groat, 1985). The knowledge of the structure and 
content of the emergent representation should provide important insights into the 
social and cognitive processes involved, even though the processes themselves are not being 
directly modelled (Purkhardt and Stockdale, 1993). 
The Multiple Card Sort Procedure benefits from respondents structuring their own 
representations (rather than researchers deducing the structure that exists), whilst the 
in depth qualitative information elicited is still structured enough for quantitative analysis 
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(Tanner and Hammond, 1996). It allows access to the in depth cognitive organisation of 
a SR. This task is regarded as simple to do and is argued to mirror the actual complexity 
of the social environment (Canter, Brown and Groat, 1985). The MCSP is also viewed 
as useful with less articulate subjects who are unable to assign category headings, as 
the structure they impose on elements is a valuable source of psychological information 
(Canter et ai, 1985). 
Although the MCSP and the MDS analysis only provides a static model of a 
representation and cannot show the processes involved in the generation of a SR, by 
carrying out a longitudinal study it is possible to examine changes over time (see Uzzell 
and Blud, 1993; Watt, 1996). This allows the exploration of transformations in the 
structure of relationships and the importance of underlying dimensions within a 
representation. By repeating the procedure on different occasions the relationship 
between social objects can be explored. The procedure may also provide some insights 
into the process of anchoring by seeing the way new objects are incorporated into the 
already existing framework. Thus the procedure may provide a basis for forming 
hypotheses and making predictions about behavioural choices (Uzzell and Blud, 1993; 
Purkhardt and Stockdale, 1993). 
Problems with the Multiple Card Sort Procedure 
The strength of this method to elicit in depth cognitive information may paradoxically 
also be a limitation as it may not be effective in eliciting the emotional component of 
a SR. There is a danger that the interpretation of the representation could be subject 
to the researchers own expectations and representations. It is therefore valuable for 
the researcher to check the interpretation made by going back to the individual (Canter 
et ai, 1985). Traditionally it has not been possible to generalise information from 
idiographic data reducing their value to the study of SRs. However a great advantage of 
the Multiple Card Sort Procedure (MCSP) is that there is a statistically defensible 
potential for generalising the idiographic structure in normative space (Hammond, 
1995). This has traditionally been impossible, but with the development of a statistical 
technique known as PINDIS (Lingoes and Borg, 1978) it is now possible to attain a 
normative model from idiographic measurements allowing generalisations to be made 
(Hammond, 1995). The PINDIS analysis also provides an indication of the degree of 
consensus across individuals by a goodness of fit measure. In sum, it is possible to 
examine the degree of sharedness across individuals (eg. Watt, 1996), which is beneficial 
to the study of shared representations. 
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The Metaphor Procedure 
History 
The value of metaphors for scientific study has been recently recognized outside the 
Social Representational field (Migliore, 1993; Ashton, 1994; Feldman-Savelsberg, 1994; 
Kaplan, 1994). Metaphors are viewed as social creations, created within language and 
used to communicate meaning to others. They operate on the assumption that the people 
we are communicating with (eg. members of one's cultural community) have access to 
common knowledge (Angrosino, 1992; Tversky and Kahenman, 1973, 1974; Ashton, 
1994; Migliore, 1983). Communication is likely to fail if the recipient of the metaphor 
does not have access to the pool of knowledge that was used to create it. 
Metaphors are argued to provide a way of dealing with the world in concrete terms, 
by making the abstract and unfamiliar more tangible and therefore more understandable 
(Lakoff and Johnson, 1980; Van der Geest and Why the, 1989; Wagner, 1995). For 
example the personification of objects or events allows us to understand them in terms of 
human motivations, characteristics and activities making them more understandable. In 
this way qualities of a familiar entity are transferred to an unfamiliar one (Gentner, 1982, 
Holyoak, 1982; Miller, 1979; Reeves and Weisberg, 1994) to bring about greater clarity 
(Billow, 1977). They have the power to do this because it is thought that our conceptual 
system of everyday thought in Long Term Memory is metaphorical in nature (Gibbs, 1992). 
They frame our understanding in very distinctive ways by highlighting certain aspects of 
a situation, experience or person whilst obscuring others (Lakoff and Johnson, 1980; 
Ortony 1979; Johnson, 1987; Lakoff 1987; Lakoff and Turner, 1989). Indeed Sontag (1978) 
has argued that a true understanding of illness cannot be truly gained without examining 
the metaphors circulating in society. Metaphors are thought to be particularly valuable 
because they allow the expression of deep emotions that would perhaps be too difficult 
to communicate through literal language (Ashton, 1994; Angrosino, 1992; Migliore, 1993; 
Lupton, 1996). Psychoanalysts take it a stage further and argue that the use of metaphors 
reflect unconscious or repressed emotions (Billow 1977; Pavio 1979). 
Examples of research 
Recent research has included the exploration of what it means to be ill, for example having 
glaucoma (Kugelmann and Bensinger, 1983), or diabetes (Huttlinger et ai, 1992). The effect 
of metaphors on perception has also been investigated, for example on people with 
disabilities (Kaplan, 1994) or mental retardation (Angrosino, 1992). The relationship 
between metaphors and our actions has also been examined (eg. Shimko, 1994). Of particular 
interest here is the work conducted by Domino, Affonso, and Hannah (1991) who devised 
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the Cancer Metaphor Test (CMT). The CMT is composed of 32 metaphors, the underlying 
structure being made up of four factors, terminal pessimism, future optimism, natural disaster 
and foreign intruder. It has been used with apparent success across cultures including Mexico 
(Domino, Fragoso and Moreno, 1991); Nepal (Domino and Regmi, 1993), China (Domino 
and Lin, 1991) and Thailand (Domino and Pathanapong, 1993; Domino and Lin, 1991). 
However it is Wagner (1995) who has studied metaphors within a SR framework 
examining the objectification of the Social Representation of conception by metaphor. 
Advantages 
Metaphors by being an integral part of language are especially interesting to SRs as they 
are shared across individuals (Emler and Ohana, 1987), giving a shared social reality, 
allowing communication and interaction. Markova (1987) emphasises the importance of 
studying language as it is a tool collectively used and because it is embedded within culture. 
According to Markova language lives an independent life of its own in the sense that it 
is used without constant mental monitoring. Thus familiar metaphors may be particularly 
fruitful for accessing culturaVsocietal assumptions which is important in the study of SRs. 
It is for this reason they would be of particular interest to adherers to the collective 
approach to SRs. 
It is also of particular interest because as highlighted by Wagner (1995) it provides a good 
avenue for the examination of objectification. They perform the function of objectification 
in the sense that they are used by individuals to make unfamiliar concepts more 
tangible and understandable (Lakoff and Johnson, 1980; Van der Geest and Why the, 1989; 
Wagner, 1995). It follows that metaphors may well be able to access the 'figurative 
nucleus', the very essence of a SR (Wagner, 1995). In turn they may help to explain the 
inaccurate perceptions held by individuals in society about cancer. 
Finally another strength of this method is that it provides a way of examining emotion 
which is difficult to tap using literal language. Familiar metaphors (largely unquestioned 
and understood intuitively) may be particularly good at accessing unconscious emotions 
and feelings in an indirect manner. This method may be particularly useful for studying 
sensitive and emotional issues. 
Problems 
Despite the considerable value of studying metaphor within the framework of Social 
Representations it does have a limitation. As with many methods one of its strengths is also 
its limitation. The ability of metaphor to highlight certain aspects of a phenomenon and 
obscure others is also a limitation as it prevents a full description of a SR from being 
examined. 
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TOWARDS A MULTI-METHOD APPROACH 
Given the above review of some of the methods to examine SRs it is not surprising 
that a multi-method approach has been endorsed by many researchers (eg. Verges, 1987; 
Purkhardt and Stockdale, 1993; DeRosa, 1993; Breakwell, 1993; Sotirakopoulou, 1991; 
Sotirakopoulou and Breakwell, 1992; Flick 1992; De Rosa, 1992, 1994). The rationale 
for this approach is that it takes into account the complexity of the phenomena under study 
and the numerous sources of error that can occur with any single method (Farr, 1993) 
Here it is stressed that not only should a multi-method approach be endorsed, but 
that a structured and organised approach to the study of SRs should be adopted 
(Sotirakopoulou, 1991; De Rosa, 1993). By integrating the information from different 
methods a better understanding of the phenomenon under investigation is reached. 
By using different methods, weaknesses in one method can be compensated by the 
strength of another. The multi-method approach can overcome gaps that single methods 
leave unanswered. In this compensatory way the methods should not be seen as independent 
from each other, but rather should build upon each other and produce arguments and 
hypotheses to be tested by others. Findings from one method can also be used to provide 
a format for the study of new questions and hypotheses (Sotirakopoulou, 1991). 
By employing a number of different methods that provide both qualitative and quantitative 
data a more integrated interpretation of the results and techniques can be made (De Rosa, 
1994). A certain degree of confidence concerning the phenomena is therefore yielded 
(Sotirakopoulou, 1991). This is especially true if the information elicited across methods 
is consistent. If, on the other hand, conflicting information is elicited, the reasons for the 
inconsistencies would warrant future examination. Inconsistencies may result because 
different aspects of the representations are differentially salient. Some methods may 
not have been strong enough to elicit non-salient components whereas others were. 
Breakwell (1993a) emphasises that the integration of inconsistent findings into a single 
picture is not an easy task. This is especially true as the epistemological status of the 
methods differ. Breakwell argues that there is a need to prioritise information if such 
disparate information arises. 
The multi-method approach also allows researchers to ask different questions about SRs. 
For example, quantitative methods are a suitable method for examining whether a SR 
is consensually shared or not whereas qualitative methods (eg. interviews) are useful at 
eliciting the explanatory rationale underlying SRs. It is of paramount importance then 
that researchers are aware of the strengths and constraints of the methods at their disposal 
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so that the different components of a SR can be examined and findings integrated in a 
productive manner. 
To ensure a fruitful investigation using a multi-method approach one can see the 
necessity for approaching it in an organised manner. The means by which a multi-
method investigation should be approached has been outlined by Sotirakopoulou (1991). 
One of the prime considerations is to consider the aims of the study and the specific aspects 
of SRs to be investigated. However, it is argued that agreement that one has elicited the 
target SR is difficult as there are no clear criteria about what has to be satisfied to ensure 
a SR has been elicited and recorded (Breakwell, 1993a). 
The next stage concerns the organisation of different methods of investigation and 
analysis so as to arrive at a structured methodological approach for the achievement of 
the specific aims. Sotirakopoulou (1991) argues that there is no 'recipe' for the use of 
specific methods for each different study, and there is no 'recipe' for the integration and 
interpretation of the results produced by the different methods. She argues that this 
stance is valuable as a certain amount of flexibility in analysing the results can be useful 
in interpreting and integrating the information from a variety of sources. For example, 
quantitative data if analysed in terms of structure and meaning using multi-dimensional 
scaling may yield more insight into the data than factor analysis which imposes a linear 
model onto the data. Although the author is largely in agreement with Sotirakopoulou 
(1991) a point of difference has to be noted, with regard to a 'recipe' for the study of SRs. 
To stick with this analogy it is argued that a basic recipe for methods is required in order 
to yield productive and fruitful research. The same is true for SR research which is the 
point implicitly made by De Rosa (1993) who calls for a 'handbook of method'. 
AIMS OF THE PRESENT THESIS 
The present study has four primary aims all of which are essentially exploratory. 
The first aim follows upon the observation that the study of SRs is a methodological 
minefield with researchers using methods which owe less to the substantive domain of 
SRs than to their own methodological orientation. In view of this the first aim is to carry 
out an empirical exploration of the methods appropriate for SR analysis in the area of 
cancer. An eclectic approach is proposed in which four different methods are used and 
evaluated. These are qualitative, idiographic (multiple card sort procedure), linguistic 
(metaphor) and self-report questionnaire approaches. The analysis is geared towards 
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identifying the complementarity of the methods rather than singling out one specific 
approach as the best. It is emphasised that this multi-method approach (MMA) is 
systematically guided with attention given to the examination of different components 
making up SRs using different methods to provide an integrated understanding of 
cancer. In this way it overcomes a criticism of Breakwell and Sotirakopoulou's (1991) 
MMA giving consideration to hypotheses of a methodological nature prior to conducting 
the research (see De Rosa, 1994). It is hypothesised that: 
- Qualitative methods would be useful at eliciting the underlying rationale 
of the SRs of cancer. 
- The Multiple Card Sort Procedure would be valuable at tapping the cognitive 
component of the SRs of cancer. 
- The Metaphor Procedure would be of value in tapping the affective component of the 
SRs of cancer which has been given insufficient consideration within the SR field 
(Joffe, 1996). It is also hypothesised that this method will be particularly adept at 
examining the way the SRs of cancer are objectified given that metaphors enable the 
process of objectification (Wagner, 1995). 
- The self report questionnaire would be valuable in measuring attitudes, knowledge, 
emotional cognitions that make up the SRs of cancer. 
The second aim is to attempt to identify particular Social Representation structures 
with relation to cancer. This will involve the examination of the content of the main areas 
of consensus and inter-individual consistency. It is fully anticipated that more than one 
superordinate representation will be found. The analytic procedures for identifying 
these structures should fit the data collection approach. Thus, a qualitative analysis will 
be carried out on the qualitative data and a scaling analysis on the idiographic data. Both 
the metaphor and questionnaire data will be analysed primarily via a cluster analytic 
methodology (Fife-Schaw 1993; Doise 1993). 
The third aim is to evaluate the role of individual differences within the formulation of 
SRs. In this respect a number of existing psychometric measures of personality traits and 
health related traits and behaviours will be used. This part of the study will be primarily 
correlational. 
The fourth aim is to explore the viability of the Social Representational approach to the 
study of cancer related thought and behaviour within the area of health promotion. Of 
particular interest is the overlap of the SR approach and the social cognition modelling 
approaches. 
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CHAPTER 4 
QUALITATIVE METHODS 
INTRODUCTION 
The studies presented here used the qualitative approach, specifically interviews, to elicit 
themes relevant to the SRs of cancer in order to provide a basis for the design of quantitative 
instruments. These themes include knowledge, attitudes, and emotions about cancer. It was 
hypothesised that these methods would be particularly fruitful at providing explanations 
for beliefs held and exploring the understanding of cancer within a socio-cultural context 
(eg. Joffe, 1996). Study 1 employs individual interviews to elicit in depth idiosyncratic 
information and Study 2 employs focus groups to generate additional themes. 
STUDY ONE: INDIVIDUAL INTERVIEWS 
Method 
Sample 
Five individuals (three men and two women) participated in the study who were recruited 
on an opportunistic basis being family and friends of the researcher. Ages ranged between 24 
and 55 years of age, with the median age of 35 years. All individuals were in full employment 
and from professional or skilled backgrounds. Two had nursing backgrounds. 
Apparatus and material 
A tape recorder, microphone, and a question sheet were required for the study. 
Procedure 
Respondents participated in a semi-structured interview which lasted between thirty minutes 
to one hour. Respondents were assured that their anonymity would be preserved. The interview 
was designed to elicit themes relevant to the SRs of cancer as well as health and illness in 
general. Particular attention was also given to the rationale for beliefs held. Bearing in mind 
the dangers of imposing representations onto the respondents in the study, broad open-ended 
questions were used (eg. what do you spontaneously think about cancer?). The general 
questions posed to each respondent covered the topics of health, keeping healthy, the meaning 
of illness and serious illness and cancer. Although each question was addressed with each 
respondent, questions were not raised in a fixed order. Sometimes questions were not directly 
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asked because they were covered during the respondents' spontaneous dialogue with the 
researcher. This is in keeping with the conduct considered appropriate in the use of semi-
structured interviews to explore Social Representations (eg. Herzlich, 1973; Joffe, 1996). 
Analysis 
All interviews were recorded on audio-tape with the permission of the respondent. The 
analysis of the material (ie. coding and classifying) was done in terms of content (themes) by 
the author and a market researcher. The interviews were not transcribed verbatim, rather each 
researcher examined the interviews from the tape itself. A high degree of agreement was 
reached. As the analysis was conducted in order to elicit themes relevant to health and illness 
in general and the SRs of cancer three superordinate categories were created, cancer, health 
and illness prior to examining the emergent categories in the data. No attempt was made to 
quantify the data given the small sample size used in this study. However attention was 
paid to the degree of emphasis placed on different comments made by the respondents, 
and the rationale given for beliefs held. It is acknowledged that this analysis is limited as 
no attempt was made to quantify the information and no estimation of inter-reliability is 
provided. However it is argued that the selection and interpretation of themes was not 
seriously limited by subjectivity given the ignorance of the market researcher of this area 
of research and the high degree of agreement found between researchers. Due to the need 
for brevity only the themes relevant to the SRs of cancer are given attention here. 
Results of Thematic Analysis 
Cancer as a unitary disease 
Cancer was considered a unitary disease representing a threat to life, provoking emotional 
suffering, pain, fear, and anxiety about the possibility of re-ocurrence following treatment. 
Coping with the thought of death and the uncertainty of re-ocurrence were frequently 
connected with feelings of anxiety and suffering. One respondent when talking about the 
emotional suffering that might be involved with the diagnosis of cancer said: 
"[ would hate to think [ had cancer, it wouldn't be the knowing it would be the pain, the 
discomfort, the fact that you are robbed of time ... the worst thing about cancer probably 
is dying painfully and dying just dying" 
The fear of reoccurrence is well illustrated by the following comment: 
"The doctors can't guarantee that its not going to metastasise in some way ... you may 
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well be fine, they say we've removed your cancer and you come up for your six months 
(for your check up) ... for me at the back of my mind is the 'I don't know do I?' You have 
to wait again and its like having the same thing happen again to you, happen to you over 
and over again. Have I got it or haven't J?" 
The discrimination between different types of cancers 
Despite the tendency to regard cancer as an unitary disease, respondents were able to 
provide constructs to differentiate between different types of cancer. 
Visibility, detectability, and curability 
Cancers that were perceived to be more visible were considered more easily detectable 
and deemed more curable. For example: 
"If you have something that is visible at least you can see it. Things like skin cancer -
you are given a warning. If you've got bowel cancer - you still get a warning. But if 
you've got something a little more innocuous like lymph cancer you might not notice. 
It depends on where it is. If you are able to self detect and you know there is something 
wrong - that's important especially if there's going to be a recurrence - then you have 
more chance to do something about it. Something you could detect yourself I don't know ... 
it makes a difference. " 
Treatability: slow and fast growing cancers 
The differences in the treatability of different cancers was also a commonly expressed 
discriminator. Cancer was perceived by some as belonging to both slow or fast growing 
varieties with implications for treatment and prognosis. One respondent emphasised that 
they would rather have a fast growing cancer type because they thought it would be more 
responsive to treatment. Another respondent in contrast reported that they would prefer 
to develop a slow growing cancer as this was reasoned to involve less emotional suffering. 
"I've always hoped that if I did get cancer it would be one that could be treated and less 
suffering involved to live the rest of my life with. The non-fast growing would be the best type. " 
Consequences of having cancer 
One dominant theme evident was that of the consequences of having cancer. The constructs 
within this theme and their inter-relationships will now be outlined. 
The consequences of having cancer involved threat to life, restriction, emotional suffering, 
pain and coping with cancer. The most salient discriminator was one of threat to life which 
was linked to the likelihood of metastatic spread. Interestingly, the process by which cancer 
spreads appears to take a seminal role in the construction of explanations for the consequences 
37 
of cancer. It was reasoned that cancers contained within minor organs are less of a threat to 
life because they can be surgically removed. It was also thought that cancers that develop 
within or in close proximity to organs of significant vascularity posed greater threat in 
terms of their ability to invade surrounding tissues and systems through a metastatic process 
of spread. For example: 
"Cancers that are going to metastasis or have the potential to metastasise are worse ... 
I don't know whether I'm accurate with this but if you have a cancer of a large organ 
which is particularly vascular and has a lot of lymphatic system, then the chances of seed 
spread are greater. " 
Risk factors, avoid ability and susceptibility 
Cancer was also discussed in terms of risk factors, and reduction of risk (that is avoidability) 
or susceptibility. Interestingly there was more of a tendency to list risk factors (e.g sunbathing, 
unbalanced diet, smoking, living in polluted and industrialised world (car exhaust fumes, 
insecticides), alcohol, history of cancer in the family, sexual activity) rather than provide 
an explanation for the development of cancer. However, on probing, certain individuals 
were able to provide plausible reasons for the possible development of cancer. 
For instance, the inclusion of vegetables and fruit as part of a normal diet was understood to 
be important in reducing the risk of cancer, especially those of the bowel. One respondent 
described that "fibre in fruit and veg acts like an abrasive, cleaning the bowels, keeping 
them free of growths. " 
Another respondent expressed the possibility that sexual behaviour may be responsible 
for the development of cancer which is illustrated by the following quotes: 
" ... having sex too young is a risk because the cells on the lining of the cervix are too 
young and they can get damaged. That can cause cancer." 
Control over cancer 
Although there were ideas about how to reduce the risk of developing cancer, there was for 
some a level of uncertainty in connection with behaviours or factors that should be followed 
in order to reduce one's susceptibility to cancer. This is illustrated in the following quote: 
"Smoking, sun bathing, and then there's a lot of sort of like vague things that mayor may 
not have some type of contribution. I don't know how much truth there is. If you are not 
sexually promiscuous you have less risk. " 
It was recognised by the respondents that positive health behaviours such as non-smoking 
and sensible alcohol intake were associated with a possible reduction in the susceptibility 
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to cancer. The implicit element of control over the development of cancer was also evident 
when individuals were talking about screening practices. Here it was evident that the early 
detection was related to increased curability. 
"If you examine your breasts at the right time of the month and you check for changes 
and get them checked out. Breast cancer has a more positive type of image because if you 
catch it early enough. I don't know exactly but if you have an x-ray you can see it and 
can remove it, and they've got drugs that they know have a positive effect. Your chances 
are really quite good and doctors really are quite comfortable about saying that to you, 
that is if its early enough, if its late then its bad news. " 
Reasons for not attending screening clinics 
Although screening was understood to play an important role in reducing the risk of cancer 
through early detection, there were reasons for not attending screening clinics which included 
embarrassment, humiliation, discomfort, the person performing the procedure, and the 
image of the procedure. 
Styles of coping with cancer 
Respondents identified styles of coping with cancer, with some people with cancer being 
perceived as 'giving in to cancer' in an almost passive, defeatist fashion whilst others 'taking 
up the fight' with a more proactive stance. 
"My perception of cancer is because of my experience. I've tended to see the bad things. 
I've seen people recover but to a larger extent I've seen people die. I've seen people struggle. 
I've seen them really try and fail and that's what it feels like to them ... failure. They fight 
until they have to give in to it... One old guy I knew, he had prostate cancer. After a 
couple of years - it came back - it blitzed his body and eventually him with it. His wife 
said it had stolen him from her" 
Metaphorical language 
It is interesting to note that metaphorical language was used frequently in conversation 
about cancer and illness in general. The use of metaphors has been used as an emotional 
shorthand to express the intensity and nature of feelings and the general impact that cancer 
and illness has on given individuals. For example, in the last quote, cancer was said to have 
'blitzed' the body drawing parallels between the impact of cancer and military warfare. 
Other metaphors included the perception of cancer as 'the enemy' and illness being a from 
of 'ens lavery and imprisonment'. 
Social context of cancer, health and illness 
During the interviews respondents frequently put their knowledge or perceptions about health 
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related issues into context. The social context to which they referred included information 
gained from the media, the generally held 'image' in society, social conversations, and 
direct experience. This enabled the interviewer to gain a more holistic understanding of the 
respondents perceptions by informally evaluating what they said within a social context. 
The media was criticised by respondents for emphasising unrealistic health practices 
and providing vague health information. In turn these reasons which were used to justify 
behaviours that were not perceived as healthy. For example: 
"You get a lot of information thrown at you and it seems to be that everything for me that 
is enjoyable is bad for you ... if you want a plate of chips beware the fat content is there" 
The respondents sometimes referred to a generally held perception in society, which was 
not necessarily held by themselves but nevertheless affected their perceptions and feelings 
towards health related issues especially cancer. Typical comments included: 
"Cancer is all life threatening. Cancer is portrayed to me as something in which there is 
more chance you are going to die from it then not" 
Also referred to by the respondents was that they gained information about health and 
illness from everyday conversations with other people and from books and medical 
literature. An aspect that was particularly emphasised when explaining certain beliefs and 
perceptions was one's direct experience of health and illness such as nursing experience 
or personal experience of illness which was argued to have a strong effect on beliefs. 
This was demonstrated by the following comments made by one of the respondents who 
had a nursing background. 
"People are less accepting of mental illness ... That's not my perception. I don't think anyone 
would admit to it but I've seen it, I've seen it in people. I'm just fortunate enough to have 
experienced quite a lot as a nurse ... But again my perception of cancer is because of my 
experience and I have tended to see the bad things. " 
Discussion 
The interview procedure proved successful in the elicitation of themes relevant to the Social 
Representations of cancer. Interestingly the discourse about cancer seemed to be structured 
around the consequences of having cancer and its aetiology. This is compatible with Herzlich's 
(1973) notion that the SR's of health and illness are understood in terms of their origin and 
source. The consequences of cancer were associated with death, restriction, pain, emotional 
suffering and coping with the disease. The aetiology of cancer being framed within the 
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context of risk factors, such as, smoking, which was then related to the avoidability and 
susceptibility of cancer. 
The findings supported the notion that individuals employ 'common sense' theories 
to make sense of their world. Explanatory frameworks were found to be particularly 
evident when describing the possible consequences of developing cancer. It was also 
possible to identify the social processes responsible for the understandings about cancer 
development. A central process seemed to be the diffusion of scientific information about 
cancer through the mass media (Moscovici and Hewstone, 1983). The development and 
modification of representations was also attributed to everyday social conversations 
and direct experiences of the disease. A particularly striking result was the pervasive use 
of metaphorical language across individuals used to describe cancer. The language of 
warfare and the military took a prominent place when the impact of cancer was discussed. 
For example the body was 'blitzed' making historical reference to the havoc and destruction 
experienced by London during the second world war. Cancer was also perceived as the 
'enemy' and its 'invasion' was believed to either result in 'fight' or 'submission'. In this 
way it can be seen how an understanding of cancer takes shape through the use of past 
experience and collective memories. Implicit in much of the metaphorical language 
used to describe cancer was the notion of cancer as an 'enemy' which illustrates the process 
of 'identity protection' involved in representing illness (Joffe, 1996). That is, in explaining 
illness individuals move responsibility away from themselves to the disease itself by 
objectifying cancer as an enemy. This work illustrates the use of metaphors as devices used 
to enable the process of objectification (Wagner, 1995). The metaphorical language also 
illustrates the depth of emotion that surrounds cancer. In particular, feelings of vulnerability, 
fear, repressed anger and threat to life come to the fore. The data also suggests that perceived 
control over cancer (in terms of reducing risk and increasing chances of cure) is related to 
preventative health behaviour. For example an increased sense of control over cancer was 
related to the practice of regular cervical screening. 
In conclusion, although this study is severely limited because only five subjects participated, 
it illustrates the richness of idiosyncratic data that can be achieved using individual interviews. 
An overall conclusion of the value of qualitative methods to the SRs of cancer will be 
given at the end of Study 2. In order to provide a good foundation for the production of 
quantitative instruments focus groups were used in the next study. 
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STUDY TWO: GROUP INTERVIEWS 
Method 
Sample 
Five groups consisting of 4 -12 participants were studied, four of which were recruited from 
Surrey University Undergraduate courses (Nursing, Psychology, Applied Psychology and 
Sociology, Health and Nutrition) on an opportunistic basis, whilst the fifth were friends and 
acquaintances of the moderators. It should be noted that all the undergraduate students that 
participated in the study were in their second or fourth year of their degree course with the 
exception of the psychology group who were in their first year of study. In total 32 subjects 
(12 men and 20 women) participated in the study, the age range being between 19 years and 
55 years, the median being 24 years. No participants had close family recently die of cancer. 
Apparatus and materials 
A tape recorder, microphone and a prompt sheet were required for the study. A moderator 
and co-moderator were also present. The prompt sheet included open-ended questions 
devised to stimulate conversation. 
Procedure 
Group members and moderators (moderator and co-moderator) were grouped in a circle with 
the microphone by the side of the co-moderator. The moderator made some introductory 
remarks explaining the purpose of the interview. The moderators were careful not to indicate 
approval or disapproval of comments made, and whenever necessary the moderators intervened 
to stimulate discussion, using open-ended questions from the prompt sheet. The moderator 
also clarified and pursued issues in order to tap the participants' rationale for beliefs held. Each 
focus group discussion was of fifty minutes duration. The discussions were tape recorded 
(with the permission of the subjects) and subjected to a thematic analysis. All participants 
spoke at least once in all the sessions. Discussions were relaxed and open. 
Analysis 
Data analysis involved the use of thematic content analysis by the author and a market 
researcher. As with the individual interviews, three superordinate categories were created, 
cancer, health and illness prior to examining the emergent categories in the data. The group 
interviews were not transcribed, instead the main themes and meanings were taken straight 
from tape recordings. Attention was also paid to the degree of emphasis placed on different 
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comments made by respondents as well as the rationale for beliefs held. Comparing the 
results of both thematic analyses a high degree of agreement was found. Again due to the 
need for brevity, only the themes relevant to the SRs of cancer are given attention here. 
Results of Thematic Analysis 
Cancer as a unitary disease 
Participants considered cancer to be both a unitary phenomenon and a disease that could 
be differentiated into types of cancers. This view is well illustrated by the following quote: 
"[ class all the cancers all the same ... when [think about it [ could break them down" 
The discrimination between different types of cancer 
Participants raised what they perceived to be important constructs of cancer, and then 
preceded to differentiate different cancers according to these constructs. Cancers mentioned 
most frequently included breast, cervical, lung, skin, bone, bowel, prostate and testicular 
cancer. Interestingly these were cancers that have a high prominence in health education 
literature or had particular relevance to individuals (eg. through experience). Constructs used 
to differentiate the different cancers included threat to life, the degree of pain, life expectation, 
controllability, avoidability, survival rates, aetiology, age of development, effect on quality 
of life, curability, and chances of early detection. This suggests that participants first located 
and accessed a core representation of cancer, and then evaluated different types of cancer 
along each of these dimensions. 
Consequences of having cancer 
The main concern about cancer across the participants was with the consequences of having 
the disease including fatality, effect on quality of life and restriction. Although cancer seemed 
to have a strong association with death, emphasis was given to the anxiety connected with the 
restriction imposed by the disease and the resultant effect on quality of life. Some respondents 
also raised anxiety about the uncertainty about the progression of cancer and its possible 
return following 'cure'. 
Two different representations of cancer 
However, although most participants were concerned about the consequences of having 
cancer it was evident that the majority of the 'Psychology' group (the youngest group and 
will now be referred to as the 'youth' group) did not voice this concern about cancer. This 
group held a distinct view from the other groups taking a hedonistic approach to health and 
illness. They argued that healthy behaviour was 'overrated' and that people should enjoy 
43 
themselves and not concern themselves about health. They perceived cancer as 'just' another 
threat to life and argued that it was unprofitable to really think or worry about it. In short they 
believed cancer was synonymous to death, emphasised that it was not totally avoidable and 
saw themselves as only vulnerable far into the future. As such they did not practice a healthy 
lifestyle. One hedonist said: 
"We all die. It is better to worry about being happy than to worry about illness". 
On the whole this group appeared to be infused with a sense of their own immortality and 
although they associated cancer with death they do not seem to appreciate how cancer 
could negatively impact on their quality of life. When confronted with the fact that poor 
health behaviours and unhealthy lifestyles could lead to a restricted lifestyle involving pain 
and suffering, the following responses were gained: 
"It's better to just drop dead ... I would kill myself if my quality of life was poor ... 
you are no use to anybody else ... time for euthanasia!". 
Another respondent said she would change her health behaviours if her quality of life declined. 
This illustrates that she was not aware or did not think about the fact that poor health 
behaviours could lead to chronic illness rather than death. 
However one respondent in this group who had experienced the effects of serious illness 
having listened to the opinions of her fellow participants argued that: 
"the full importance of health could only be realised if it was taken away from you". 
She argued that health was not an automatic right, which demonstrates the influence of 
direct experience on conceptions about health and illness. 
Causes, awareness and control 
The causes associated with cancer were also an important theme across the groups. Amongst 
the risk factors identified with cancer were smoking, sun, stress, genetic pre-disposition. 
Interestingly, those who were more aware of the risk factors perceived cancer as more 
avoidable, and more within their control. It seemed that those who regarded cancer to be 
less controllable saw themselves to be more vulnerable, as they said they were "just waiting 
for the inevitable to happen". This indicates that awareness of the risk factors is linked 
to perceived avoidability of cancer. Cancer incidence was related to increasing age. 
Coping with cancer 
The way one copes with cancer was also raised with some participants discussing how 
they imagined they would cope with cancer. Some coping styles were thought to increase 
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chances of cure including adopting a positive attitude, not denying the illness, keeping an 
open mind, and 'fighting' the disease. 
Cure and early detection 
Increased chance of cure was related to early detection. Both screening and self examination 
(breast and testicular self examination) were seen as good ways of detecting cancers early 
and substantially increasing chances of cure. 
Reasons for not attending screening clinic 
With regard to screening a number of reasons were given for non-attendance at screening 
clinics and the failure to practice self-examination. These factors revolved around personal 
factors including: denial of personal risk, no symptoms, embarrassment, procedural ignorance, 
fear of pain, going to the doctors alone, effort, fear of cancer, belief that "you have life until 
you find out", misconceptions about what cervical screening detects, fear of invasive techniques. 
Anxieties were also raised about service provision, lack of anonymity, a bad first experience 
of a smear, lack of faith in the screening procedure and inability to guarantee the gender 
of the General Practitioner/doctor. Ethnic and cultural barriers were also thought to be 
involved together with more mundane practical issues such as being unable to attend a 
clinic because of working hours. 
Treatments for cancer 
Treatment of cancer including chemotherapy and surgery were spontaneously raised. Surgical 
treatment of cancer in particular triggered strong feelings amongst a couple of older female 
respondents. They were specifically concerned with the surgical treatment of breast cancer 
which they perceived to be a 'horrific and mutilating' treatment. They both said that the 
intense feelings that this treatment conjured up was directly related to the fact that both 
their mothers had died of cancer and it was a very distressing time. 
Social context of cancer knowledge 
A couple of participants argued that media propaganda was partly responsible for much 
of the fear about cancer within our society. They argued that the media sensationalised 
cancer and only covered the negative aspects of the disease. Moreover it was argued that 
if recovery was mentioned it was attributed to the strength of the individual to 'fight' against 
cancer rather than because cancer can be cured through medication. Work experience and 
familial experience of cancer was argued to have an influence over conceptions held. 
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Discussion 
The findings support the vIew that cancer is conceptualised as a unitary disease 
(King, 1987; Crassa, 1989). Arguably this could be explained in individualistic terms. For 
according to Bishop (1991) this finding reflects the operation of prototypes which serve 
as standards against which other diseases can be matched and evaluated. However this 
approach fails to take into account the role of the social world in constructing knowledge 
(Emler, 1987). In particular it ignores the role played by media discourses in diffusing the 
notion of cancer as a single disease rather than a number of different diseases with 
differing prognoses and treatments (Lupton, 1996). 
The importance of the media in shaping representations of cancer was raised by 
the participants themselves in this study. A couple of respondents emphasised that the 
media was responsible for the fear associated with cancer which draws attention to 
the fact that individuals are not just passive receivers of information, they actively 
think about and interpret the world around them (Moscovici and Hewstone, 1983). 
Social conversations and experience of cancer was also argued to influence perceptions. 
A couple of respondents for example suggested that their familial experience of the 
disease made them feel very emotional and negative towards cancer which supports 
Berrenberg's (1989) finding that a history of cancer in the family results in the most 
negative attitudes towards cancer. 
The findings also support the notion that illness is structured in terms of cause (eg. Herzlich, 
1973; Joffe, 1996), a dominant theme being concerned with the risk factors associated with 
the disease. Another dominant theme was concerned with the consequences of having cancer. 
The association of cancer with death confirms the literature (eg. Leather and Roberts, 1985; 
Curbow et a11986; Herzlich and Pierret, 1987) but another important consequence was 
its association with restriction and debilitation. 
It was also possible in this study to identify connections between elements within the 
content domain of some individuals' representations of cancer. For example, the more aware 
respondents were of the risk factors associated with cancer the more they perceived its 
development within their own control and therefore the more avoidable. Conversely, if 
knowledge of risk factors were poor they were more likely to perceive cancer to be less within 
their own control, feel more vulnerable to it, and see it as more fatal. This substantiates other 
authors who have suggested that the belief that cancer is not preventable and out of one's 
own control is responsible for the negative image associated with the disease (eg. Berman 
and Wandersman, 1990). 
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Also evident in the content domain of the representation of cancer was the notion of cure. 
The chances of cure from cancer increased through early detection, which was enabled through 
self examination and other screening practices. The chances of cure from cancer was also 
related to ways of coping. A positive attitude, a 'fighting spirit' amongst others was linked to 
increasing an individuals chances of cure. This finding again testifies to the power of the mass 
media in diffusing these ideas about cancer. However it is acknowledged that anecdotal 
evidence does exist which suggests that a positive attitude is related to a higher chance of 
survival (Taylor, 1982). As with the interviews in the previous study this work also provides 
evidence of the use of metaphorical language to describe cancer. In particular the notion 
of cancer as an enemy. However the metaphorical language was less pervasive which arguably 
is a function of the group method. 
The general knowledge about cancer seemed to be quite basic. Although respondents were 
aware of the risk factors associated with cancer, and that the incidence of cancer was higher 
in older age groups, important issues such as symptoms of cancer, means of detection, and 
speed of spread were not expressed. However this again may be a function of the method 
rather than it not being part of the representations of cancer. 
The findings also suggest the existence of two distinct representations of cancer, one held by 
the youth group and the other by the rest of the sample. The youth group's representation 
of cancer seems to be anchored within their general approach to life concerned with living 
for the moment and enjoying life. These individuals view cancer as synonymous to death 
and not totally avoidable and therefore hold the view that cancer is not worth worrying 
about. Evident in this approach are denial - like processes which are probably operating to 
deal with the perceived threat of cancer. It is also noted that the justification for not acting 
preventively against cancer was that cancer is not 'totally' avoidable and that the consequences 
of poor health behaviours are far into the future. This approach may be ameliorated if health 
information about cancer was disseminated in a more positive way. For example, instead of 
promoting the fact that smoking causes cancer, health promoters could publish the fact that 
83% of lung cancer could be prevented if people did not smoke (see LeMaistre, 1987). It is 
also noted that health promoters need to target their health campaigns to speak to the 
'rationality' of the group which here is related to 'living for the moment' rather than more 
diffuse health education campaigns (Joffe, 1996). It is also interesting to note that this 
finding concurs with other research that has found that the stage of life cycle people reach 
plays an integral role in shaping beliefs about health and illness (eg. Pill and Stott, 1982; 
Ory et aI, 1994). 
The contrasting representation was more positive. The respondents were more aware 
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of the risk factors associated with cancer and perceived cancer to be more avoidable 
and more within their control. They also reported a more healthy lifestyle. They believed 
that cancer was more curable and believed in the benefits of early detection through 
screening and self examination. These respondents felt strongly about the benefits of 
health, and argued that health enabled a good quality of life and permitted control over 
life. The main concern about illness was the consequences of being in poor health. 
Typical concerns about illness were fear of restriction, dependence, and isolation rather than 
death. It is suggested in view of these shared representations of cancer that representations 
may be anchored within general lifestyle approaches which is an issue considered later 
in this thesis. These shared representations of cancer highlight the inadequacy of social 
cognition models that do not take into account group processes and variation in social 
environments and how they influence conceptions held. 
Lastly it is interesting to note that this method did allow the moderators to witness changes 
in the representations held with the introduction of new information. For example one 
young respondent said it was not worth living a healthy lifestyle because 'everybody's going 
to die', but when it was pointed by another respondent that unhealthy practices can result 
in long term suffering she said that if she did notice a deterioration she would change her 
behaviour. This dialogue illustrated the dynamic nature of Social Representations, and how 
they are related to behaviour. It also suggests that focus groups may be successfully used 
to study the development and transformation of SRs as new information is introduced 
and group dynamics change. 
GENERAL CONCLUSION TO QUALITATIVE METHODS 
These qualitative methods have yielded interesting insights into the way cancer is perceived. 
It is also interesting to note the similarity between the themes that emerged in this data and 
Leventhal's components of illness representations. The components cause and consequences 
of having cancer were particularly strong in this data. 
However these qualitative methods suffer from a number of limitations. Firstly, the in depth 
nature of the information elicited makes it difficult to discern the level of agreement across 
respondents. It is therefore questionable as to whether shared representations of cancer were 
actually isolated in the focus group study. Although researchers who adopt the collective 
premise (eg. Mavridi, 1996) to SRs would argue that this is not a problem here as it is 
sufficient to provide evidence that more than one person thinks something for it to be a SR. 
This is obviously not a sufficient stance to take from a positivist view point (Fife- Schaw, 
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1996). It is therefore requested that the theory of SRs should outline criteria to justify the 
existence of SRs when using qualitative methods. Secondly, although qualitative methods 
provide important insights into the rationale for cancer-related thought which may prove 
useful to health promoters the methods do not allow the prediction of behaviour which 
is the goal of many researchers within the health field. 
In summation, qualitative methods should be thought of as a means of studying ideas, 
knowledge, social context, rationale, about the phenomena under study. This position does 
not reduce the benefit of qualitative research as they can be used to modify theoretical 
frameworks, form a basis for the design of quantitative instruments, elucidate on meanings 
of statistical findings and to generate hypotheses to be tested empirically. It is also emphasised 
that they permit the information to be examined within context which is an important 
benefit of this type of research and should not be overlooked. 
However, one of the most fundamental dangers of utilising qualitative research is that researchers 
impose their own representations both at the time of eliciting information and at the time 
of coding the information. It is acknowledged that this is the main limitation of the research 
conducted here. Related to the coding and interpreting of the information elicited is the 
difficulty in structuring the information. This problem could be partly reduced by getting the 
respondents themselves to structure their own representations which is possible using the 
Multiple Card Sort Procedure developed by Canter et al (1985). This method is examined 
in the next chapter. 
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CHAPTER 5 
THE MULTIPLE CARD SORT PROCEDURE 
INTRODUCTION 
The two studies reported in this chapter examine the value of the Multiple Card Sort Procedure 
(MCSP) in the examination of the SRs of cancer. This method was chosen because it permits 
individuals themselves to structure their cognitive representations of cancer without undue 
cognitive strain (Canter et aI, 1985). The importance of this procedure is evident when it 
is considered that Moscovici (1983) argues that SRs provide a 'code' for naming and 
classifying various aspects of the world. It is this classification system that the MCSP aims 
to tap in order to establish an individuals representation (Canter at aI, 1985). It was also 
chosen because, with the development of the statistical analysis Procrustean Individual 
Differences Scaling (PINDIS) (Lingoes and Borg, 1978), it is possible to examine shared 
representations of cancer. The mean fit indices from this analysis also allow the researcher 
to determine how well the normative model of cancer generated is representative of the 
idiographic representations of cancer (Tanner and Hammond, 1995). 
The first study examines idiographic cognitive representations of cancer and examines the 
criteria on which each conceptual system was based. The second study employs the PINDIS 
analysis and assesses its value in drawing normative conclusions from the idiographic data 
elicited in the first study. 
STUDY ONE: 
IDIOGRAPHIC COGNITIVE REPRESENTATIONS OF CANCER 
Method 
Sample 
A total of 41 respondents participated in the study, ranging from 24 to 54 years with a 
median age of 34 years. Of the 41 respondents twenty were recruited through friends of the 
researcher, the remainder were recruited from M.Sc Health Psychology classes. One third 
of the participants were men. 
Choice of sorting elements 
The sorting elements refer to the different cancers used in the Multiple Card Sort Procedure. 
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The cancers were carefully selected as the range of stimuli presented is thought to affect the 
resulting conceptual dimensions within the spatial representation (Purkhardt and Stockdale, 
1993). Extreme contrasts between the cancers were avoided to avoid missing more subtle 
distinction among cancers. Pilot work ensured that the cancers were within the 'range of 
convenience' of the target population. In total twenty-two cancers were selected. 
Procedure 
Pilot interviews were conducted in order to establish the most appropriate instructions to 
give to the respondents, reflecting guidelines outlined in Canter, Brown and Groat (1985). 
Each subject was first asked to familiarise themselves with a set of 22 cancers printed on 
small cards. Respondents were then asked to sort the cards according to one criterion at 
a time, and to continue sorting until all criteria was exhausted. This 'free sort' technique 
was adopted (respondents generated their own sorting criteria) as it was felt that the sort 
criteria subjects used would provide particularly idiosyncratic information about cancer 
cognitions. Each interview took between 30 minutes and one and a half hours to complete. 
With a view to developing the validity of the procedure (and the resulting representation) 
respondents were interviewed a second time to ask if they agreed with the interpretation 
made by the researcher (see Canter et al 1985). However due to the work load of the 
MS.c health psychology students they were not contacted the second time. 
Analysis 
In order to examine each idiographic representation using Multiple Scalogram analysis (MSA) 
the data derived from each individual's classifications was converted into numerical data. 
A matrix for each respondent was produced using the cancers (elements) as rows and the 
sorting criteria as columns. The MSA provides an overall two-dimensional visual 
representation of the respondent's categorisations, the relative distances between the elements 
(cancers) reflecting the similarities and differences between them. The MSA also provides 'item' 
plots for each criterion (Wilson, 1995). These indicate for each criterion the category to which 
each element was assigned to. With reference to the overall visual representation it is therefore 
possible to discern the content and the structure of an individual's representation as well as 
work out why it is structured the way it is (Watt, 1996). In this way the researcher is able to 
distinguish regions within the overall visual representation of cancer. A content analysis of 
the sort criteria was then conducted to examine whether on a superficial level there was any 
commonality across respondents in the way they differentiated the cancers. 
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Results 
Examination of idiographic representations 
Due to the need for brevity only two examples of the idiographic representations' of cancer 
are presented to illustrate the idiosyncratic nature of the representations elicited and to 
demonstrate their value to health promotion. The two idiographic representations also 
illustrate the variation in the cognitive complexity across the representations of cancer. 
Idiographic representation 1 
The idiographic cancer representation illustrated in Figure 5.1 was derived from a 26 year 
old female postgraduate student who gave up smoking two years previously. 
Figure 5.1 Ideographic representation 1 
Constructs used: 
1. Consequences 
2 . Fatality 
3 . Control 
4. Avoidab il ity 
5. Susceptability 
6. Treatabil ity 
7. Impact on life 
The respondent completed seven sorts that is generated seven criteria for differentiating among 
the cancers . From the criteria used a superficial idea of the individual's representation can 
be gained. A salient feature seems to revolve around 'avoidability' which is indicated by 
sorts three (control), four (avoidability) and five (susceptabi li ty) . This is supported by the 
overall visual profile of the cancers as there is a clear demarcation between the smoking 
related cancers (eg. lip, throat, lung etc.) and the other cancers. A deeper understanding 
I . See Appendix 5.3 anJ 5 .4 ~() r rwo more idiographic reprcscn clHions o f can CI' 
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of the representation can be achieved by mapping the sort criteria 'item' plots onto the 
visual profile of the cancers. It is possible to identify how the individual differentiates among 
the cancers and gain an understanding of how the representation is constructed. In this 
case, four distinct regions emerged (A,B,C,D). 
Region A: Smoking related cancers 
This region is composed of smoking related cancers, that are perceived to be avoidable 
by not smoking. The visibility of these cancers is emphasised, with embarrassment and 
depression viewed as inevitable consequences. The discomfort believed to be associated 
with these cancers is also of concern. 
Region B: Cancers which can be detected through screening 
These cancers are perceived to be the most easily detected through screening procedures, 
and hence are regarded as the most treatable cancers with the highest survival rates. 
Region C: Cancers which carry a serious prognosis 
This region comprises cancers that are perceived to be the most fatal and the least avoidable. 
Region D: Cancers of sexual organs with no recognized screening 
These cancers do not seem to be particularly meaningful to the respondent, due to a lack of 
knowledge of these cancers. 
The relationships between different facets making up the representation can also be 
identified. Cancers perceived as the most avoidable, were seen as least fatal. Cancers 
perceived as detectable, were regarded as treatable with a good prognosis. In sum 
significant features of this representation are avoidability, detectability and the 
consequences of having the disease (eg. treatability, fatality and visibility). However the 
superordinate representation is concerned with control over the disease. It seems that 
the more the perceived control the individual has over the different cancers the more favourable 
their evaluation. 
Significance to health promotion 
This representation suggests that by empowering this individual with some degree of control 
over cancer through positive information a more favourable perception of cancer is likely. 
For example emphasising the value of following a healthy lifestyle in terms of reducing the 
chances of developing all different types of cancers could be very beneficial. The provision 
of information about cancer symptoms could also yield a more positive image of the disease 
through the enhanced perception of control. This representation shows how information 
about screening for certain cancers, made popular through health promotion campaigns, 
has been effectively disseminated to this individual and has resulted in a perception of a 
better prognosis and increased control. 
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Idiographic representation: 2 
The individual cancer representation illustrated in Figure 5.2 was derived from a 56 year 
old retired police officer. 
Figure 5.2 Ideographic representation 2 
Constructs used: 
1. Impact on life 
2. Severity 
3. Fatality 
This respondent only completed three sorts which i in contrast to the seven orts 
completed by the previous respondent. This illustrates the variation in cognitive complexity 
that can occur across individual representation of cancer. Clearly this representation is 
much simpler than the previous example. 
The three OrtS were primarily concerned with the con equences of having cancer. From 
the visual profile of the cancer the exual cancer are perceived as a distinct group which 
may suggest some perception of ocial embarras ment accompanying these cancer. However 
after considering the SOrt criteria 'item' plots with reference to the visual profile three regions 
(A, B, C) can be differentiated which will be discussed in turn. 
Region A: Sexual cancers 
This region is made up of the exual cancers only, and concern is raised over the effect of 
having the e cancers on reproduction rather than social embarrassment. 
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Region B: External versus internal 
These cancers are not seen as that serious being connected with external as opposed to 
internal parts of the body. As such the main worry is with the difficulties in social contact 
and communication. 
Region C: Prognosis 
These cancers are perceived to be the most dangerous being very life threatening because 
they are all internal cancers. 
This individual has a very simple representation of cancer, the dominant theme concerning 
the consequences of having the disease. In essence, the 'primitive instincts' of survival (eg. 
reproduction, social communication, threat to life) are dominant. Another important facet 
is whether the cancer is internal or external in nature, which is related to fatality. That is, 
internal cancers are regarded as the most serious and present the greatest threat to life. 
Significance to health promotion 
Perhaps the most interesting aspect of this idiographic representation in relation to health 
promotion is the belief that external cancers pose less of a threat to life compared to internal 
cancers. On addressing this issue with the respondent he said that the notion that internal 
cancers are more serious makes sense to him because 'internal organs are essential for living'. 
In view of this health educators should be aware that individuals make assumptions, and 
draw the wrong conclusions from incomplete information that they are given as they try 
to incorporate and anchor 'new' information into their pre-existing framework. 
Summary 
This idiographic approach demonstrates the individual variation in cognitive representations 
of cancer. The respondents illustrated here completed seven and three sorts respectively. However 
the number of sorts conducted varied from three to eighteen with five sorts being the mean. 
Content analysis of idiographic representations 
The degree of commonality across respondents was examined on a superficial level by 
conducting a content analysis of the sort criteria used to differentiate the cancers. The most 
common sort criteria us~d to the least common (with the percentage of commonality across 
respondents) are listed in Table 5.1. 
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Table 5.1 Constructs used to differentiate the cancers 
Constructs used 
Types of system effected: mental, physical, blood 
Avoidability 
Visibility: external vs internal 
Cause 
Fatality 
Sexual cancers 
Illness/Restriction 
Treatability 
Prevalence 
Detectability: symptoms, screening 
Fear 
Media profile 
Knowledge 
Emotional consequences 
Stigma 
Em barrassment 
Experience 
Age 
Pain 
Primary /Secondary 
Attention required 
: Percentage commonality 
: 59 
i 56 
: 44 
i 39 
: 37 
i 37 
: 32 
24 
: 24 
120 
1 17 
1 17 
10 
: 15 
: 14 
110 
110 
17 
:5 
:5 
)2 
From Table 5.1 it seems that there is a some commonality across the respondents with 
fifty-nine percent of the sample considering the types of system effected important. It seems 
that avoidance of cancer and the consequences of having cancer seem to playa dominant 
role in the way cancer is represented. 
Discussion 
It is evident that the MCSP and the associated multiple scalogram analysis proved useful 
at accessing cognitive representations, including the underlying evaluative criteria of the 
individual representations of cancer. A marked superficial idiosyncrasy across respondents 
was found suggesting substantial individual variation in the representations of cancer. There 
was clear evidence of variation in the degree of clarity and cognitive complexity of the 
representations, some being rather basic and others being particularly detailed which is 
illustrated by the two examples presented in this chapter. 
Variation was not just evident in the content and structure of the representation it was 
also evident in the respondents' ability to differentiate among the different cancers 
illustrated by the variation in the number of criteria used to sort the cancers. Some 
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respondents also voiced the fact that they found the task very difficult to do which raises 
the question of how natural the task is. On the other hand the difficulty may merely 
reflect the fact that some respondents do not have very detailed representations of 
cancer. This explanation is supported by respondents who argued that they could only 
complete three sorts because they did not really think about cancer. An alternative 
explanation is that cancer is perceived primarily as a single entity (see King, 1987) making 
it difficult to differentiate the cancers. 
However although there was considerable variation in the spatial layout of the cancers 
there was evidence of strong conceptual overlap illustrated by the commonality in constructs 
used to differentiate among the cancers (see Table 5.1). The most striking similarity across 
representations was concerned with the type of body system effected and the avoidability 
of cancer. It is also emphasised that the similarities in conceptual organisation of the 
representations was evident despite the fact that respondents were free to choose their 
own sort criteria. 
Nevertheless the variation in the way individuals approach cancer draws attention to 
the constraints of adopting purely normative methods in SR research. The MCSP is 
particularly valuable as it enables the identification of faulty beliefs that may be preventing 
the adoption of health augmenting behaviours which are not so readily identified 
using normative methods. In this way, they allow education advice to be tailor - made to 
meet individual needs. This may be a potentially time consuming method but it may 
prove cost effective to use with individuals with a history of cancer or individuals in poor 
health in order to encourage positive health practices. The value of the idiographic 
approach is also demonstrated by the fact that two respondents said that a number of 
cancers were unknown to them and therefore they did not want to include them in 
the sorting task. The MCSP allows this. Under these circumstances these elements can 
be grouped together so that the individual is not required to sort them. However the 
information can still be incorporated into subsequent analysis without any loss of 
information. Furthermore individuals are not restricted to linear bi-polar models which 
is assumed in much research (Canter et aI, 1985). 
This method however is not without its problems. One limitation is that the results from 
the MCSP do not provide an explanation of how representations constrain and direct actions 
which is an issue that is particularly important to health researchers. However the method 
does permit hypotheses to be made that can be tested in more quantitative analyses. Additionally, 
the MCSP and the associated analysis do not provide a through understanding of the 
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processes involved in the generation and maintenance of a SR, but rather a static 
representation. A possible solution to this is to monitor the changes in the representation 
over time (see Watt, 1996). 
A possible limitation concerns the ability of individuals to retrieve criteria to sort the cancers. 
The concern is a legitimate one as some respondents said that they had forgotten to use 
a particular criteria to sort the cancers which may have effected the presentation of 
the representation examined through multiple scalogram analysis. A possible way of 
reducing this problem is to ask respondents to think more about how they might discriminate 
among the cancers before beginning the task. In this way, a more valid 
representation may be achieved. Another difficulty with the MCSP is that it does not 
allow for the fact that an individual may give differential importance to criteria used 
to sort the cancers (Canter et aI, 1985). It is also emphasised that this method is 
restricted to the examination of cognitive representations and therefore may be overlooking 
the importance of emotion in the understanding of cancer. 
In summary the idiographic approach has been useful in demonstrating the individual 
differentiation in cognitive representations of cancer. The content analysis has also 
suggested that some commonality exists across representations for example in terms of types 
of system effected and avoidability. However this analysis does not provide a structure to 
the overall representation. 
STUDY 2: SHARED ANALYSIS 
However using Procrustean Individual Differences Scaling (PINDIS) an aggregated 
nomothetic representation can be derived from the idiographic data. PINDIS is a strategy 
developed by James Lingoes and Ingwer Borg (Lingoes and Borg, 1978) as an alternative 
to three-way multi-dimensional scaling. The basic idea is to compare the configuration 
(which could derive from MSA analyses) from a number of individual sources. PINDIS 
involves six discrete scaling models of varying ideography. The first represents a total 
consensus while the last assumes total idiography or lack of consensus. These models 
may be thought of on a scale of increasing idiography. The first model is a normative 
model in which the relative distances of all the points in the dimensional space are 
preserved. Each subsequent model applies a transformation that increasingly distorts 
the interpoint distance space to maximise the fit of individuals. The sixth model allows 
individual transformations of the original plot and is essentially trivial. 
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Method 
A PINDIS analysis was carried out on the 41 individual MSA solutions in order to examine 
whether it was possible to generate a normative model. 
Results and Discussion 
The results suggest that the simplest normative model did not fit the data well. The mean 
fit indices for each model were 0.30, 0.44, 0.79, 0.80, 0.80, 0.81 respectively. The third 
model in which individual dimension weights are applied showed a better fit, the mean 
fit being 0.79 . Models 4 and 5 were only marginal improvements. The joint plot for the 
third model is provided in Figure 5.5. The third model assumes that there is a degree of 
idiosyncrasy in the structures generated by people but there is a fixed origin to the common 
plot which shows that while the distances between cancers may vary somewhat they all 
have a common perspective. 
Figure 5.5 Joint plot 
On first examination of the joint plot (Figure 5.5) the most discriminating construct appears 
to be in terms of bodily function and location. H owever on closer examination five regions 
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seem to be present. These regions were discerned in conjunction with a knowledge of 
the idiographic solutions that underpin it. It is emphasised that the boundaries of the 
regions are fuzzy so cancers of one region may have elements in common with an adjacent 
region. It should also be noted that the interpretation of the joint plot was made by 
two researchers to avoid the researchers imposing their own representations on the 
structural space. 
Region A: Sexual cancers (vulva, penis, testicular, cervical, prostate) 
This region is composed of all the sexual cancers with the exception of breast cancer. 
Region B: Emotionally distressing cancers (mouth, throat, breast, skin) 
These cancers are thought to be the most emotionally distressing cancers because they are 
perceived to be visible and difficult to cover up. It is also important to note that this region 
is adjacent to the sexual cancers suggesting that the sexual cancers are also subject to social 
embarrassment. 
Region C: Fatal cancers (brain, spinal) 
This region was defined as fatal cancers as in numerous idiographic representations these 
were isolated having a strong association with death. 
Region D: Internal cancers (spleen, bone, stomach, c%n, kidney, liver, leukaemia) 
This region is composed of internal cancers. It is suggested that these are very serious 
cancers because of the chances of 'spread' and the fact that they are perceived as largely 
unpreventable. However they are not perceived as fatal as spinal or brain cancer. 
Region E: Stigma (lung, tongue, liP, facial) 
This region seems to be composed of cancers that are thought to be stigmatised given that 
they are related to smoking and sunbathing. In this way there is some element of blame 
attributed to the individual with these cancers. Given the fact that they are adjacent to 
Region B there may also be an element of embarrassment operating here also. 
In summary the PINDIS analysis proved successful at finding a common cognitive 
representation of cancer after allowing for individual variation. It is therefore of use as a 
way of examining whether shared representations exist across idiographic representations. 
The regions of the resulting normative space seem to be most readily interpreted according 
to stigma, embarrassment and fatality. However it is interesting to note that emotional 
constructs (such as emotional distress, fatality, and stigma) seem to be structuring the 
representation of cancer despite the fact that the MCSP lends itself to the elicitation of 
cognitive constructs. In effect this demonstrates that cancer is an emotional illness and 
cannot be properly understood in purely cognitive terms. 
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CONCLUSION 
This work illustrated the value of the MCSP and the associated analyses in exploring 
the idiographic cognitive representations of cancer. The PINDIS analysis showed that 
a common cognitive representation of cancer can be drawn from idiographic data. It is 
however emphasised that individuals did not share a perfect cognitive representation as 
indicated by the fact that the first normative model (which assumes consensus) did not fit 
the data well. This begs the question what is responsible for the idiosyncrasy? According 
to the theory of SRs the answer lies within differences in the social environment. More 
detailed representations may, for example, reflect more direct exposure to the disease. 
An alternative argument is that the idiosyncrasy is a product of individual differences. 
For example hypochondriac individuals may read more and worry about illnesses leading 
to more complex representations of cancer. This is an issue that the theory of SRs has 
failed to fully appreciate, that is that individual differences may effect the SR held as 
much as the social milieux. It is argued that the PINDIS analysis suggests that an 
individuals representation of cancer may be as much a product of individual differences 
as the social environment. 
However the MCSP and the associated analysis suffer from a number of weaknesses. One 
limitation concerns the fact that the MCSP measures representations as though they are 
static in nature and it is not able to provide an understanding of the processes involved in 
the generation and maintenance of representations. The value of the method is also reduced 
because it does not permit the production of scales to assess the relationship between 
representations of cancer and individual differences. It also fails to access the cultural aspects 
of SRs of cancer. Perhaps one of the greatest limitations is it is geared to the elicitation 
of cognitive representations. Although there is evidence that some emotional issues 
surrounding cancer have been elicited it is argued that this is only a partial picture of the 
degree of anxiety surrounding the disease. To date little attention has been paid to 
methods specifically geared to elicit affect although attention has been drawn to the problem 
(eg. Joffe, 1996, 1997). The next chapter addresses the need for a method to elicit affect 
by exploring the value of the metaphor procedure. 
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CHAPTER 6 
THE METAPHOR PROCEDURE 
INTRODUCTION 
The issue has been raised that not enough attention has been paid to methods that elicit 
emotion within the Social Representational field. The focus here is on the presentation 
of the metaphor technique as a way of eliciting some of the latent and emotional 
components of SRs. Like the free association techniques already widely used in SR 
research (eg. De Rosa, 1988), the metaphor approach allows some of the deep emotional 
elements of representations to be accessed due to its projective nature. It also avoids 
to some degree, the problems of social desirability because familiar metaphors are 
responded to automatically. In short metaphors are a suitable means for accessing 
the emotional component of the SR of cancer. They are also of interest because they 
provide a good avenue for the examination of objectification. It follows that metaphors 
may be able to tap the very image of cancer, the central nucleus (Wagner, 1995).The 
study of metaphors was also considered worthwhile because they were spontaneously 
used to describe cancer in the interviews reported in the qualitative method chapter. 
The value of metaphors to tap emotion has been recognized relatively recently within 
psychology and as yet little research has used them within the SR literature. However 
work that is of particular interest here is the research by Domino, Affonso, and Hannah 
(1991) who devised the Cancer Metaphor Approach (CMT) to examine cancer 
representations across cultures using an American sample. The CMT is composed of 
32 metaphors (thought to be applicable to both Western and Eastern cultures) that 
tap four factors, Terminal Pessimism, Future Optimism, Natural disaster, and Foreign 
intruder. The CMT has been used with apparent success across cultures (eg. Domino, 
Fragoso and Moreno, 1991; Domino and Regmi, 1993; Domino and Lin, 1991; 
Domino and Pathanapong, 1993). Perhaps one of the most important studies is the 
one conducted by Domino and Lin (1993) who replicated the factor structure found 
by Domino et al (1991) on a Taiwanese sample. This work suggests that the CMT is 
culturally invariant. In other words the metaphors are interpreted in the same way 
across cultures. It seems then that there may exist a superordinate culture for cancer or 
the metaphors are a product of natural association. The CMT is attractive because it 
presents a way of studying representations of cancer across cultures. However the factor 
structure of the CMT has yet to be fully substantiated (Domino and Lin, 1991). 
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The purpose of this chapter is to firstly examine the appropriateness of the use of 
Domino's metaphors across cultures by attempting to replicate the factor structure of 
the CMT on a British sample. Secondly to explore the value of metaphors generated by 
a British sample and show how they are useful in exploring the affective component of 
a representation. Finally to examine whether it is possible to identify groups with 
shared representations of cancer using the British metaphors. 
This chapter will report three studies based on data obtained from the same sample 
pool. The first evaluates the underlying structure of the CMT on a British sample. 
The second takes metaphors generated by a British sample and shows how they are 
useful in exploring affect, and the third examines whether shared representations of 
cancer exist. 
Method for the Three Studies 
Sample 
A sample was derived from three geographical locations, namely Surrey, Kent and Inner 
London facilitated by three 'co-ordinators' resident in their respective locations. 
Distribution proceeded via snow ball sampling. The sample consisted of 44 males 
and 52 females (44.4% male and 52.5% female). The median age was 33 years. 
Ages ranged from a minimum of 19 years to a maximum of 78 years. The mean age 
of the sample was 39 years with a standard deviation of 15.9 years. The sample was 
evidently skewed towards the younger adult. The majority of subjects were from 
professional and skilled back grounds making up 47.6% of the sample. Students made 
up 15.2 % of the sample. 
Procedure 
Each co-ordinator was briefed on the study, that is, that the research project was 
investigating the value of metaphors in studying the perceptions of cancer. It was also 
stressed that complete anonymity would be preserved for all subjects with regard to the 
answers they submitted. Each subject was given a Cancer Metaphor Package (which 
included Domino's Cancer Metaphor Test; Tanner's Cancer Metaphor Test and 
Eysenck's Personality Questionnaire Revised (EPQR) and a covering letter assuring 
anonymity and providing an outline of the nature of the project. Subjects were asked 
to return their responses to their coordinators, or via the pre-paid envelope provided. 
A total of 174 were distributed, of those 103 were returned. A response rate of 59% 
was achieved. The data collection period lasted 5 months. 
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The cancer metaphor package 
The cancer metaphor test (CMT) 
The CMT comprised of 32 metaphors (see Table 6.1). Each respondent was asked to 
indicate using a 5-point Likert scale (ranging from 1 = Not at all appropriate to 
5 = Very appropriate) how appropriate each metaphor was in giving a personal 
description of cancer. The actual instructions given to the sample were: 'Below is a list 
of metaphors that have been generated by people to describe their feelings about 
cancer. Please read each one and indicate within the brackets how appropriate 
you personally feel it is to a description of cancer. Please use the following 1 - 5 point 
scale'. It should be noted that these instructions vary slightly from the instructions 
given by Domino et al (1991). Domino's instructions: 'For each phrase, indicate how 
appropriate the phrase is in giving you an image of what cancer is'. 
Tanner's cancer metaphor test (TCMT) 
The TCMT consists of forty metaphors. As a first step in developing the TCMT 
metaphors were generated from the existing literature on cancer, from the interviews 
conducted in this thesis and by asking a convenience sample of forty people to provide 
metaphors that they thought described cancer. Metaphors retained for the present 
version of the test were those that were endorsed (ie. frequency of 10% ticked) by 
another convenience sample of forty British subjects. The instructions given for this test 
were a repeat of the instructions given for the CMT. 
Eysenck's personality questionnaire revised 
(EPQR) (Eysenck, Eysenck and Barrett, 1985) 
This 48-item scale breaks down into four sub-scales: neuroticism, extroversion, 
psychoticism, and a lie scale. Respondents were also asked to complete an EPQR 
(measured on a dichotomous Yes/No answer format). The EPQR was included in this 
work at it is a reliable measure of broad personality dimensions and past research suggests 
that personality traits may correlate with metaphor use (McConnell et aI, 1993). 
STUDY ONE: 
EVALUATION OF THE CANCER METAPHOR TEST 
Analysis 
The analysis of the data from the CMT proceeded in three stages. First the item distributions 
of the metaphors were examined, and the psychometric properties of the CMT explored. 
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Finally a factor analysis was conducted to explore the underlying factor structure of the eMT. 
Results 
Preliminary analysis of the CMT 
Item distribution of the metaphors 
A preliminary analysis of the eMT was conducted prior to attempting to replicate the 
factor structure of the eMT. The item distributions of the 32 metaphors comprising the 
eMT were examined. Table 6.1 below gives the mean response and standard deviation 
for each metaphor. 
Table 6.1 Item distribution of the CMT metaphors 
Metaphor Mean : Std 
1 
Dark clouds : 2.17 : 1.13 
More bitter than sweet : 2.14 : 1.29 
Mould on a piece of bread 1.94 : 1.29 
Checkmate 1.93 : 1.23 
Alone in the forest 1.86 : 1.18 
The end of a journey 1.85 : 1.19 
A withering rose 1.82 : 1.20 
Thunderclap in fine weather 1.80 : 1.14 
Suffocating heat 1.80 : 1.09 
A piercing sword 1.80 ~ 1.06 
Adrift in the fog 1.71 : 1.01 
Caught in a storm 1.66 : 1.01 
The sting of a scorpion 1.62 : 0.87 
Flowing lava 1.60 : 1.00 
Tarnished silver 1.59 : 0.97 
Wine turning to vinegar 1.54 : 0.92 
Stagnant water 1.52 : 0.96 
Dead flowers 1.51 : 0.89 
A train in a tunnel 1.48 : 0.92 
Mushrooms in a field 1.45 : 0.93 
Oozing slime 1.45 : 0.81 
A galloping horseman 1.40 : 0.85 
An old man 1.36 ; 0.80 
Riding a tiger 1.36 ~ 0.77 
A broken promise 1.35 : 0.84 
Shifting desert sands 1.34 : 0.76 
A mouth full of sand 1.33 : 0.75 
White flowers 1.28 : 0.67 
A broken violin 1.26 : 0.64 
Bubbles in the air 1.23 : 0.61 
Arrow that missed target 1.17 :0.48 
Punishment for past sins 1.13 0.45 
65 
It is evident that the metaphors were not thought by the subjects to give an appropriate 
image of cancer. The highest mean response being 2.17 with a standard deviation of 1.13 
for the metaphor 'dark clouds'. The item distributions for each of the metaphors were 
not normally distributed and therefore the criteria for Pearson correlation analyses is 
not quite met which should be borne in mind when interpreting the factor analysis as 
there is a risk of distortion of the factor space. 
The level of endorsement of the metaphors given by this British sample is strikingly low 
in comparison to the level found by Domino and Regmi (1993) on an American sample. 
It is interesting to note there were also differences in terms of what they considered the 
least and most appropriate metaphors. For comparison see Table 6.2 and 6.3 which 
provide the mean scores for the five most appropriate and five least appropriate 
metaphors. The numbers in parenthesis indicate the means for each item using the 
response scale of 1= Not at all appropriate to 5 = Very appropriate. 
Table 6.2 British sample (present study): Appropriateness of the metaphors 
Most appropriate metaphors 
Dark clouds 
More bitter sweet 
Checkmate 
Alone in the forest 
End of a journey 
(2.17) 
(2.14) 
(1.93) 
(1.86) 
(1.85) 
~ Least appropriate metaphors 
~ Punishment for sins 
: Arrow missed target 
: Bubbles in the air 
: A broken violin 
: Mouth full of sand 
(1.13) 
(1.17) 
(1.23) 
(1.26) 
(1.33) 
Table 6.3 American sample (Domino and Regmi, 1993): Appropriateness of the metaphors 
Most appropriate metaphors : Least appropriate metaphors 
A withering rose (3.7) : White flowers (1. 7) 
Dark clouds (3.6) : A galloping horseman (1.8) 
Mould on piece of bread (3.5) : Riding a tiger (2.0) 
End of a journey (3.5) i Bubbles in the air (2.0) 
A piercing sword (3.5) : Punishment for past sins (2.1) 
It is evident from the item means that the British sample do not in general consider 
these metaphors as appropriate at giving an image of cancer. 
Psychometric properties of the CMT 
A reliability analysis was performed on the computed Domino's scales Terminal Pessimism 
(TP), Future Optimism (FO), Foreign Intruder (FI), and Natural Disaster (NO) to establish 
whether the reliabilities were comparable to those found by Domino et al (1991) (see 
Table 6.4). 
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Table 6.4 Reliability analysis of scales using the present data and the reliability analysis 
reported by Domino et al (1991) 
Scale 
TP 
FO 
FI 
ND 
No. of 
items 
8 
9 
4 
4 
i Domino 
i study 
12.67 
13.63 
6.29 
6.56 
Mean 
~ Present 
! study 
5.00 
5.36 
2.87 
2.54 
Alpha 
i Present ~ Domino 
~ study : study 
0.80 0.83 
0.84 0.82 
0.71 0.73 
0.66 0.71 
All the scales appeared reliable, with alpha values in excess of 0.71, with the exception 
of ND. Superficially then the scales seem to be psychometrically equivalent to those 
found by Domino et al (1991). However, the mean differences are substantial and may 
reflect cultural differences in metaphor use. The correlations between the 4 scales in the 
study were examined to establish how independent the scales were (see Table 6.5). 
Table 6.5 Present sample: Correlation co-efficients for the CMT scales 
Scale 
Terminal pessimism 
Future optimism 
Natural disaster 
Foreign intruder 
~ Terminal 1 Future 
i pessimism i optimism 
i 1.00 
~ 0.77 
i 0.70 
10.57 
I 
• 1.00 
10.62 
10.59 
1 Natural 
disaster 
1 1.00 
~ 0.47 
• Foreign 
~ intruder 
; 1.00 
All the scales were highly correlated with each other at p < 0.01 level of significance 
indicating that these are not four independent scales. In contrast to these findings, 
Domino et al (1991) found that the four CMT scales did not correlate significantly with 
each other (with the exception of TP and ND which correlated at the p<O.OSlevel). Table 
6.6 shows the correlations Domino obtained, implying a difference in structure between 
British and American data which is belied by the similarities in the alpha co-efficients. 
Table 6.6 Correlation co-efficients for the CMT scales as reported by Domino et al (1991) 
Terminal Future 1 Natural Foreign 
Scale pessimism optimism ~ disaster intruder 
i 
Terminal pessimism 1.00 
Future optimism 0.15 1.00 
Natural disaster 0.22 0.07 1.00 
Foreign intruder 0.13 0.03 ~ 0.11 1.00 
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Factor structure of the CMT metaphors 
A factor analysis was conducted to ascertain whether it was possible to confirm the 
factor structure found by Domino et al (1991). The fact that the individual metaphor 
items largely violated the assumption of normality was overlooked to permit the factor 
analytic technique adopted by Domino et al (1991) to be used. The metaphors were 
subjected to a principal factor analysis using the SPSS oblimin rotation program. The 
varimax rotation employed by Domino was not however used as it was considered more 
realistic that there would be some correlations between the scales as indicated before. 
Before rotation it was clear that there was a problem as all the metaphors were highly 
correlated with the first factor. Unsurprisingly, after rotation a meaningful factor 
structure failed to emerge. The scree plot also indicated the presence of only one factor. 
With a 4-factor solution, 55.9% of the variance was accounted for. Factor 1 accounted 
for 35.1 % of the variance, factor 2 for 8.43% of the variance, factor 3 for 6.8% of the 
variance, and lastly factor 4 accounted for 5.5% of the variance. Domino et al (1991) 
accounted for a larger percentage of their variance with the 4 factors accounting for 
66.6% of the variance. Table 6.7 illustrates the results of the present factor analysis. The 
items were ordered in terms of Domino et aI's factor structure to illustrate the fact that 
their structure failed to emerge in this data. Table 6.8 shows that Factor 1 and factor 4 
are correlated, as are factors 2 and 4 and factors 2 and 3. The results from this factor 
analysis suggest that the factor structure found by Domino et al (1991) did not emerge 
using the exploratory factor analysis. 
To ensure that Domino's factor structure was not present in the data a Procrustean 
Restricted Factor Analysis was conducted on the data (see Table 6.9). This is a very 
robust 'confirmatory' factor analysis and is used to fit empirical data to an expected 
structure rather than letting the factor structure to emerge as in exploratory 
factor analysis. The analysis was run on Procrust (1995), a program developed by 
Dr. S. Hammond at the University of Surrey. Clearly the data does not fit the data well. 
An overall fit of 0.62 was achieved, and a fit of 0.8 is needed to argue that the factor 
structure was present. 
A number of explanations could be provided for this divergence, but the most basic 
explanation is that the failure is due to the metaphors being not normally distributed, 
which is a basic criteria for factor analysis. It may have caused the distortion in factor 
space that we found, that is the factors did not emerge. In view of this a multi-dimensional 
scaling analysis (MDS) was conducted on the data which does not rely on the Pearson 
correlation co-efficient but rather the Goodman Kinskall Gamma measure of ordinal 
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agreement. This analysis was run using the psychometric analysis package (P.A.P) 
developed by Hammond (1995). See Figure 6.1. 
Table 6.7 Factor analysis using the oblimin rotation program for the CMT 
: Unrotated Rotated factors 
! factor 
: Factor 1 Factor 1 : Factor2 : Factor 3 Factor 4 
Natural disaster 
Dark clouds 0.72 0.67 0.30 : -0.13 . -0.01 
The sting of a scorpion 0.47 0.82 : -0.22 ! 0.24 : -0.05 
Wine turning to vinegar 0.63 0.38 : 0.28 : -0.16 0.16 
A broken violin 0.31 0.13 ! -0.10 0.43 0.33 
Foreign intruder 
A mouth full of sand 0.47 : -0.03 : -0.15 : -0.20 0.75 
Oozing slime 0.51 0.14 0.09 : -0.56 0.42 
Mould on piece of bread 0.52 0.11 0.77 : -0.41 -0.10 
Tarnished silver 0.65 0.07 0.78 : -0.13 0.08 
Terminal pessimism 
Punishment for past sins 0.22 0.04 0.28 0.01 0.00 
Dead flowers 0.71 0.53 0.01 0.03 0.36 
An arrow that missed its target 0.53 0.12 -0.14 0.64 0.66 
Suffocating heat 0.59 0.55 -0.05 0.04 0.32 
The end of a journey 0.60 0.79 -0.09 : -0.18 0.05 
Stagnant water 0.71 0.18 0.10 : -0.02 0.62 
A withering rose 0.67 0.42 0.30 : -0.27 0.17 
Checkmate 0.68 0.20 0.13 : -0.02 0.55 
Future optimism 
Riding a tiger 0.65 : -0.01 0.29 0.12 0.56 
Adrift in a fog 0.70 : 0.31 0.61 0.24 0.05 
Mushrooms in a field 0.38 : -0.28 0.80 0.11 0.07 
A train in a tunnel 0.60 0.58 0.22 0.42 -0.03 
Caught in a storm 0.63 0.31 0.45 0.42 0.08 
Flowing lava 0.60 0.14 0.24 : -0.43 0.41 
Sifting desert sands 0.59 -0.10 0.26 : 0.16 0.61 
Alone in the forest 0.68 0.55 0.21 : -0.06 0.12 
Bubbles in the air 0.62 0.01 0.28 0.45 0.51 
Table 6.8 Factor correlation matrix for the CMT 
Factors Factor 1 Factor 2 Factor 3 Factor 4 
Factor 1 1.00 
Factor 2 -0.17 1.00 
Factor 3 0.22 -0.16 1.00 
Factor 4 -0.26 0.26 -0.44 1.00 
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Table 6.9 Procrustean factor fit analysis for the CMT scales 
: Factor 1 Factor 2 Factor 3 Factor 4 
! 
Natural disaster 
Dark clouds 0.63 0.27 0.15 : -0.14 
The sting of a scorpion 1.11 0.43 ~ -0.38 ! -0.50 
Wine turning to vinegar 0.28 0.27 0.17 ! -0.15 
A broken violin 1.14 : -0.97 0.06 0.49 
Foreign intruder 
A mouth full of sand : -0.12 1.02 0.42 : -0.55 
Oozing slime : -0.30 0.73 0.85 : -0.53 
Mould on piece of bread 0.16 : -0.88 1.23 0.33 
Tarnished silver 0.27 i -0.88 0.87 0.75 
Terminal pessimism 
Punishment for past sins 0.15 ~ -0.52 0.47 : 0.55 
Dead flowers 0.12 : -0.50 0.17 : 0.02 
An arrow that missed its target 0.37 ~ -0.78 : -0.06 ! -0.17 
Suffocating heat : -0.11 1.03 : -0.22 j 0.00 
The end of a journey : 0.10 1.28 : -0.02 i -0.69 
Stagnant water : 0.19 0.44 ! 0.11 0.14 
A withering rose : -0.09 0.86 ~ -0.03 0.06 
Checkmate : -0.73 1.69 : -0.43 0.09 
Future optimism 
Riding a tiger ~ -0.08 0.54 : -0.12 0.52 
Adrift in a fog ~ -0.17 0.25 : -0.23 0.91 
Mushrooms in a field i -0.07 : -1.24 ! 0.83 1.19 
A train in a tunnel : 0.17 : 0.05 i -0.44 0.96 
Caught in a storm : 0.08 : -0.09 : -0.32 1.08 
Flowing lava ! -0.19 : 0.17 : 0.60 0.31 
Sifting desert sands : 0.12 : -0.31 : 0.11 0.96 
Alone in the forest : -0.10 : 0.86 : -0.37 0.34 
Bubbles in the air 0.24 : -0.23 : -0.06 1.00 
Factor correlations 
Factor 
Factor 1 1.00 
Factor 2 -0.46 1.00 
Factor 3 0.09 -0.46 1.00 
Factor 4 -0.12 -0.60 -0.10 1.00 
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Figure 6.1 Multi-dimensional scaling analysis of the CMT scales 
Abbreviations: 
TP : Termina l Pessimism 
FO: Future Optimism 
ND: Natural Disaster 
FI: Foreign Intruder 
The MDS was not ea ily interpreted according to Domino's purported structure. A huge 
distortion in tructural space wa evident, although factors TP and FO could be identified 
at a stretch, the MDS indicates that Domino's factor structure was violated. However, even 
if the regions were identified thi analysis doe not allow the production of cales which 
is a serious limitation if work is to be tested empirically. In urn, this study suggest that 
the CMT is not appropriate for use acros cultures. 
Discussion 
This study indicates that the tructural relationships among the metaphors in the CMT 
are not equivalent to those found by Domino (Domino et ai, 1991, Domino et aI, 1993). 
The metaphors were largely viewed as poor at providing an appropriate image of cancer. 
This sugge t that the CMT is not invariant acros cultures and therefore should not be 
used in cross cultural re earch. This finding concurs with the argument that metaphors can 
only be truly understood by individuals within the same culture requiring access to the 
same pool of knowledge that the individuals used to create it (eg. Migliore, 1993; Ashton, 
1994). In other words metaphors are culturally and linguistically mediated and therefore 
only individuals of a given culture will fully understand the meaning of a metaphor. 
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It could be argued that the low endorsement rate of the metaphors and the failure to 
isolate Domino's factor structure reflects the idiosyncratic nature of the British with 
regard to their cultural experience of cancer compared to the Taiwanese and American 
cultures. The low endorsement rate also suggests that there is not a superordinate culture 
with regard to cancer. However a number of limitations of the present study and 
variation in the procedure used by Domino should be considered first before drawing 
these conclusions. 
A variable which may have had a bearing on the failure to isolate the factor structure is 
the fact that Domino has used student populations to substantiate the validity of the CMT. 
In Domino and Lin (1993) the sample comprised students only, and in Domino, Affonso, 
and Hannah (1991) students composed a major segment of the sample. In the present 
sample only 15.2 % of the sample were students. Consequently, Domino's subjects would 
probably have been more familiar with these exercises and perhaps more motivated to 
participate within research in general. This may also account, for the low level of 
endorsement of the metaphors by the British subjects. 
On a procedural level the sampling methods adopted varied between this study and 
Domino's studies. Domino may have achieved greater endorsement of the metaphors as 
the contexts in which the CMT was administered was more direct (that is subjects had direct 
contact with the researcher, for example in a classroom) compared to the anonymous 
sampling method used in this study. 
Another variation between the present study and the two other studies (Domino et aI, 
1991; Domino and Lin, 1993) examining the factor structure of the CMT was the scale 
used. In accordance with Domino, the present study employed a Likert scale to obtain 
the appropriateness of each of the metaphors, with '1' meaning inappropriate to '5' 
being very appropriate. However Domino labelled '3' as meaning 'unsure'. This may 
inadvertently have lead subjects to answer '3' instead of '1', the inappropriate response. 
A normal distribution may have been artificially produced but effectively his data is only 
ordinal level data (making it inappropriate for FA). The instructions varied slightly 
between this study and the other studies. In this study subjects were asked whether each 
of the metaphors were appropriate at giving a personal description of cancer, whereas 
Domino's instructions asked whether each of the metaphors were appropriate at giving an 
image of cancer. Although the variation in the instructions is minor, Domino's instructions 
may have allowed access to more collective representations (ie. representations circulating 
in society) rather than individual representations as in this study. This has important 
implications for SR research. Researchers need to fully consider what level of a SR they 
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want to access given their objectives. It is argued here that representations at the level 
of the individual are required because the goal of this research is to examine individual 
characteristics and health behaviour. 
It should be borne in mind that Domino's CMT was also distributed along with Tanner's 
CMT which contains culturally familiar metaphors. It is possible that this accounts for 
the low endorsement rate of the CMT metaphors in this study. However it does not 
account for the fact that the factor structure failed to emerge in this study given the fact 
that a Procrustean Factor Fit analysis was conducted on the data which attempts to fit 
data to a pre-determined structure. In other words, if Domino's factor structure was a 
robust one it would have emerged (despite the administering of the TCMT) using the range 
of analytical techniques adopted here. It is also noted that Domino and Lin (1991) have 
noted that the CMT required furthur validation studies. 
In summary it is tentatively argued (given the variations in the procedures used) that 
Domino's factor structure is not culturally invariant. Furthermore it is argued that this 
stance is supported by the fact that many researchers argue that metaphors are culturally 
bound and can only be truly understood if they are creations of individuals of the same 
culture being examined having access to the same pool of knowledge (eg. Ashton, 1994; 
Lupton, 1996). It is argued that the study of culturally familiar metaphors is more 
valuable. The study of culturally familiar metaphors (used automatically and require 
little cognitive processing) may be particularly useful to psychological research as they 
structure our ordinary conceptual systems in long term memory (Gibbs, 1992). The next 
step then is to examine metaphors that are frequently used within this culture in order 
to examine the affective component of a representation. 
STUDY TWO: 
DEVELOPMENT OF TANNER'S CANCER METAPHOR TEST (TCMT) 
It is emphasised that the study of familiar metaphors enable the study of the cultural 
aspects of the SRs of cancer being rooted within language. It is furthur noted that language 
may influence how cancer is percieved which is diregarded by social cognition theorists 
viewing language as private thought (Emler et aI, 1987). The aim of this study is to 
examine whether culturally familiar metaphors are a useful tool to explore representations 
of cancer and in particular whether they provide an indirect way of accessing affect 
despite the fact that it relies on the verbal code. 
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Analysis 
The analysis of the data from the TCMT proceeded in five stages. The psychometric 
properties of the EPQR were first examined followed by an examination of the item 
distributions of the metaphors in the TCMT. A factor analysis was then conducted on the 
TCMT. The psychometric properties of the scales generated on the basis of the factor 
analysis were then examined. Finally a number of correlations and t-tests were conducted. 
Results 
Reliability analysis of the EPQR 
The psychometric properties of Eysenck's Personality Questionnaire Revised (EPQR) 
used in this study is reported in Table 6.10. The internal consistencies for the subscales 
on the EPQR are very good with alphas in excess of 0.76. 
Table 6.10 Reliability analysis of the EPQR subscales 
No. of Mean ! Std ! Alpha 
Scale items 
EPQR 
Extroversion ! 12 i22.91 3.43 0.84 
Neuroticism : 12 )8.79 3.14 0.79 
Psychoticism 12 A2.47 2.42 0.76 
Lie 12 A7.20 3.00 0.80 
Item distributions of the TCMT metaphors 
Due to the fact that many metaphors may be idiosyncratic in meaning and usage the 
item distributions of the 43 metaphors contained within the TCMT were first examined. 
Those with highly skewed distributions were excluded as this indicated a high degree 
of idiography. Only the 21 that were found to be normally distributed were used in the 
subsequent analyses (see Table 6.11). It is interesting to note here that these metaphors 
were more readily endorsed in comparison to Domino's metaphors. 
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Table 6.11 Means and standard deviations of the revised TeMT 
Metaphor ~ Mean : Std 
A deadly growth ~ 3.75 1.27 
The worst nightmare : 3.39 1.32 
A fight to the death : 3.21 1.47 
Alien growth ~ 3.16 1.43 
An unwelcome visitor : 2.88 1.43 
Silent suffering ! 2.88 1.33 
Creeping poisoned ivy : 2.84 1.43 
The enemy within ~ 2.78 1.53 
Not the end of the world : 2.75 1.24 
A parasite : 2.68 1.52 
A duel between mind and body : 2.60 1.36 
A stranglehold : 2.59 1.23 
The seed of death ~ 2.57 1.39 
A festering mass ~2.43 1.38 
Unknown intruder : 2.38 1.37 
Unwanted surprise : 2.38 1.35 
A poison without an antidote : 2.31 1.32 
The fire that can be put out : 2.30 1.25 
A haunting shadow : 2.29 1.39 
Portrait of death : 2.20 1.34 
A hunter to be fought and slain : 2.26 1.33 
An unprovoked attack : 2.06 1.24 
Note: 1 = Inappropriate 5 .. Very appropriate 
The underlying factor structure of the TCMT 
A factor analysis was conducted on the metaphors to ascertain whether there was an 
underlying factor structure and what the nature of that structure was. A principal 
factor analysis was employed using the oblique factor rotation oblimin (seeTable 6.12). 
The scree plot supported the presence of 3 factors. The 3 factor solution accounted for 
56.4% of the variance. Factor 1 accounts for 35.3% of the variance, Factor 2 for 15% 
of the variance and factor 3 for 6.2 % of the variance. The eigen values (7.76,3.30, 1.36 
respectively) indicate that this is more multi faceted compared to the CMT which is 
essentially uni-faceted. 
The 3 factors revealed simple structure in oblique factor structure space, making 
interpretation relatively straight forward. Factor 1 was labelled 'death' with high loadings 
from 0.84 to 0.49. This factor seemed to be tapping emotions such as helplessness 
(ie. a fight to the death) and lack of control (ie. creeping poisoned ivy) over cancer. 
Depression and stigma associated with having cancer was also elicited (ie. silent suffering), 
as well as the fear of having cancer (ie. worst nightmare). Overall a very pessimistic 
approach to cancer is captured by this factor, cancer being strongly associated with the 
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Table 6.12 Pattern matrix for the TCMT 
Metaphors : Factor 1 ~ Factor 2 Factor 3 
A fight to the death 0.84 : 0.13 -0.10 
A deadly growth 0.76 : -0.14 -0.06 
Silent suffering 0.70 : 0.31 -0.06 
The worst nightmare 0.69 ~ 0.06 0.05 
Portrait of death 0.63 ! -0.13 0.16 
The seed of death 0.63 : -0.12 0.34 
Creeping poison ivy 0.49 : -0.09 0.31 
Poison without antidote 0.49 ~ -0.09 0.38 
The fire that can be put out ' -0.06 0.79 0.08 
A duel between mind and body : 0.37 0.76 -0.25 
Not the end of the world : -0.31 0.74 0.04 
Unwanted surprise : 0.08 0.69 0.13 
An unwelcome visitor : 0.01 0.59 0.39 
A hunter to be fought and slain : -0.11 0.55 0.42 
A parasite : 0.09 0.02 0.81 
Unknown intruder ! -0.03 0.15 0.77 
The enemy within : 0.11 0.25 0.66 
An unprovoked attack : -0.03 0.03 0.65 
A haunting shadow 0.19 0.44 0.44 
Alien growth 0.36 0.15 0.44 
A strange hand 0.29 i -0.18 0.38 
A festering mass 0.37 0.09 0.38 
Factor correlations 
Factor 
Factor 1 1.00 
Factor 2 0.06 1.00 
Factor 3 0.43 0.25 1.00 
inevitable, death. This factor also communicated the process of spread of malignant 
disease 'the seed of death' and the perception of cancer as a natural but insidious disease, 
using the image of a poisonous plant, 'creeping poisoned ivy'. In contrast, factor 2 
elicited a more positive conceptualisation of cancer. Implicit in a number of the items was 
the view of cancer as an enemy (eg. unwelcome visitor) to be overcome (eg. an enemy to 
be fought and slain). In this factor cancer is represented as a threat to life that can be 
overcome (eg. fire that can be put out). It was therefore labelled 'challenge'. Lastly, factor 
3 was labelled 'enemy' with loadings from 0.81 to 0.38. This factor was easy to interpret 
given items such as 'unknown intruder' and the 'enemy within', and seemed to tap the 
notion of cancer as an enemy. The sense of intrusion is arguably connected with military 
terminology. The methods in which an enemy might secure death are used to explain 
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how cancer leads to death. For instance 'a stranglehold' draws a parallel between the 
death of an individual by strangulation and the cellular death as a result of cancer 
exerting its effect on organs or systems. The anger associated with the development was 
also elicited which is demonstrated by the metaphor 'unprovoked attack'. This factor was 
therefore labelled enemy. This factor then seems to be tapping affect, that is the threat 
of cancer and the insidious nature of the disease (eg. the enemy within). It is evident that 
two of the metaphors (a hunter to be fought and slain, and a haunting shadow) load 
quite highly on two factors simultaneously. This should not be viewed as a problem as 
the factors do seem to be tapping different constructs, be they slightly overlapping ones. 
Table 6.12 shows the correlations between the factors. It is evident that there are small 
correlations between the Enemy factor and the other two scales. This is not surprising 
given that conceptualising cancer as an enemy is intuitively linked to associating cancer 
with death and viewing cancer as a challenge. However the weakness of the correlation 
indicates that these are relatively independent factors. 
Reliability analysis of the TCMT 
In order to explore the relationships between the factors and external variables (eg. 
EPQR) the factors were computed into scales (on the basis of items loading on the factors 
identified in the pattern matrix), and their psychometric properties examined. Table 
6.13 provides a summary of the descriptive statistics of the scales. The scales are highly 
reliable, all the alpha values being above 0.84. 
Table 6.13 Reliability analysis of the TCMT scales 
No. of Mean Std I Alpha 
Scale items 
Death B ' 23.23 7.B6 : 0.B7 
Challenge 6 : 15.0B 5.91 i 0.B4 
Enemy B ' 27.71 7.91 : 0.B6 
Correlational analysis among the TCMT scales, and between them and age 
and EPQR scales 
A correlational analysis was run to examine whether the scores on the scales were 
related to external factors such as age and with measures on the EPQR. The correlations 
among the scales were also run. Table 6.14 displays the correlations found. It is evident 
that the Death scale proved to be significantly positively correlated with Neuroticism 
which is not a surprising result. Neurotic individuals would be more likely to worry about 
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cancer and therefore associate it with death. Viewing cancer as an Enemy was negatively 
related to Psychoticism. This correlation may reflect the fact that psychotic individuals 
are less likely to be in touch with their feelings about cancer not being in touch with 
their own emotions. But this scale is not normally distributed and is a controversial one 
so the significance of this correlation should be viewed with caution. 
The Enemy scale correlated positively with both Death and the Challenge scale. This would 
follow the assumption that the greater the threat posed as an enemy the more likely it is 
associated with death and viewed as a challenge. It is also noted that the correlates among 
the scales and the other variables was not always high which indicates discrimination 
across the scales. 
Table 6.14 Correlations among the TCMT scales, and between them and age and EPQR scales 
Scale Death ~ Challenge: Enemy ! Age : Extro Neuro ~ Psy Lie 
i 0.12 ! 0.15 : Death 1.00 I 0.67** -0.09 0.21 * -0.20 0.01 
Challenge 0.12 1.00 0.49** -0.07 -0.11 -0.09 -0.15 0.03 
Enemy 0.67** : 0.49** : 1.00 : 0.12 -0.15 0.09 ~. -0.22* 0.05 
~ 
Note: p<O.05* p<O.Ol ** 
Differences on the scales were also examined in terms of sex and employment status 
using t-tests. No significant differences were found (see Table 6.15). 
Table 6.15 t-tests: TCMT scales by gender and employment 
! Gender 
! Male 
: Mean 
Death ! 22.17 
Challenge! 15.37 
Enemy : 20.05 
Discussion 
: Female 
: Mean 
! 23.70 
! 14.96 
: 20.20 
! t 
! 
: -0.91 
~ 0.32 
: -0.29 
i Employment 
Employed : Unemployed: 
: Mean . Mean : t 
i ! 
: 23.77 
! 14.80 
: 20.35 
: 21.92 
~ 16.12 
: 20.40 
: 1.01 
! -0.95 
! -0.03 
Overall, the culturally specific metaphors proved to be an appropriate means of accessing 
conceptualisations of cancer given the relatively high endorsement rate and the success 
78 
of the factor analysis. This suggests that culturally specific metaphors (not unfamiliar 
metaphors) are more appropriate to elicit SRs of cancer as the ability to interpret a 
metaphor rests on the assumption that we have access to a common pool of knowledge 
(Ashton, 1994; Angrosino, 1992, Tversky and Kaheneman, 1973, 1974; Migliore, 1983). 
It should be noted however that half of the metaphors did not meet the basic criteria 
of normality for the factor analytic procedure and were not used in the study. Although 
this seems problematic the non-normality of the metaphors also reflects their idiosyncratic 
use, so there was good grounds for omitting them from further analysis. 
The oblique principal factor analysis using the SPSS oblimin rotation proved successful at 
examining the metaphors. It yielded 3 meaningful factors namely Death, Challenge, and 
Enemy which accounted for 56.4% of the total variance. The Death factor suggests that 
cancer is still closely associated with death despite the medical advances in the diagnosis 
and treatment of cancer (ego Gutteling et ai, 1986). Although death made up a major facet 
of the representation of cancer it is apparent that the insidious nature of the death and the 
helplessness associated with it are important anxieties concerning cancer. This supports 
Pinell's (1987) argument that the perceived death experienced by cancer contributes to the 
fear associated with the disease. The view of cancer as a challenge suggests that there is a 
more optimistic and active approach to cancer, with cancer not necessarily leading to death 
which is an issue often overlooked in cancer research. The view of cancer as an enemy 
is interesting, as the conceptualisation of cancer as an enemy and its frequent association 
with war and the military has been noted in the literature (ego Sontag, 1978, 1989; Clarke, 
1985), and was spontaneously used in the interviews in the qualitative methods chapter. 
It could be argued that the objectification and anchoring of cancer as an enemy has enabled 
individuals to make sense of and deal with the fact that the etiology of cancer still remains 
a mystery and defies classification (see Wagner, 1996). This research also suggests that 
individuals are being influenced by metaphors such as the 'fight against cancer' used 
within culture. At the same time it illustrates that some individuals are resistent to certain 
conceptualisations circulating in the social environment which provides support for the 
notion that individual differences are influencing the take up an adoption of SRs. 
The TCMT does appear to be able to tap the deep emotional components of a SR. 
For example, the Death factor seemed to be tapping emotions such as helplessness 
and lack of control over cancer. Depression and the stigma of having cancer was 
also elicited, as well as the fear of having cancer. Similarly the Challenge factor seemed 
to be tapping emotion as the underlying notion of cancer was an enemy, a threat to life. 
Lastly the Enemy factor seemed to be tapping the fear of cancer and anger associated 
with its development. It seems that this method is an indirect way of accessing affect, 
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and permits the identification of unconscious emotions (Billow, 1977; Paivio, 1979 cited 
in Ortony, 1979), which makes it a good method for tapping emotionally arousing or 
sensitive issues such as cancer. 
One could also speculate that these representations may be related to preventative 
health behaviours (Sontag, 1989), such as seeking medical intervention and screening 
behaviour. For example perceiving cancer as an enemy that kills may lead an individual 
to seek medical diagnosis compared to an individual who does not see it as a threat. Only 
additional research however could provide evidence for these notions. 
The representations of cancer were found to be unrelated to sex, occupation, employment 
status and age suggesting that these factors do not have a powerful influence on the 
emotional arousing elements of SRs of cancer. Other variables may have an influence 
including experience with cancer. The sample size in this study was quite small and did 
not represent all the socio-economic levels equally, so the influence of socio-economic 
status on the conceptualisations of cancer cannot be ruled out. 
The finding that there is a correlation between the way cancer is perceived and the 
measures within the EPQR indicates that individual differences as well as one's social 
environment influences the SRs of cancer held. The Death scale proved to be significantly 
correlated with Neuroticism. This suggests that neurotic individuals are more likely to 
worry about cancer and perhaps focus on the negative aspects of the disease resulting 
in a strong association with death. The significant negative correlation between the 
Enemy scale and Psychoticism could be argued to relate to the fact that psychotic 
individuals are less in touch with their emotions which is also supported by the fact 
that psychoticism correlates negatively with all the TCMT scales. It is suggested therefore 
that individual differences may influence the take up and adoption of dominant cancer 
themes. Of course it remains a contentious issue as to whether traits are primarily a 
product of social conditions or biology. Now having identified the facets of the SRs of 
cancer the next step is to explore whether shared representations of cancer exist. 
STUDY THREE: 
DISCRETE REPRESENTATIONS OF CANCER USING 
A TYPOLOGICAL APPROACH 
Having been able to access a set of themes which seem to provide a reliable way of 
measuring the facets of the representations of cancer it now remains to examine 
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whether shared affective representations of cancer exist. To do so we shaH explore 
whether individuals can be clustered on the basis of their homogeneity of responses to the 
metaphors. The relationship between individual differences and shared representations 
of cancer will also be superficially explored using the EPQR. 
Results 
Identifying and interpreting the discrete representations of cancer 
Cluster analysis 
A cluster analysis was conducted on the data to ascertain whether it was possible to 
group together the respondents on the basis of their response to the metaphors. That is, 
whether it was possible to access shared representations. A cluster analysis was carried 
out on the dependent variables (ie. the metaphors) using a partition method employing the 
k-means algorithm. An iterative procedure was used to identify the number of clusters 
(3, 4, 5, 6) using both cluster and discriminant analysis. The 3 cluster solution was 
considered the most meaningful. Table 6.16 shows the number of people in each group. 
Table 6.16 Number of cases in each cluster 
, No. of 
Cluster 'cases 
1 i 31 
2 : 40 
3 ' 22 
Total : 93 
Discriminant analysis 
The nature of the 3 groups was determined by employing a discriminant analysis. 
The discriminant analysis performed produced two functions which were significant at 
p<O.01 (see Table 6.17, overleaf). The meaning of the 2 functions was determined by 
examining the structure matrix (displayed in Table 6.17) which shows the two 
functions and the corresponding statistically significant items. Table 6.17 illustrates the 
statistically significant metaphors, together with their function weight. The function 
weight of each metaphor was examined and on the basis of this a global impression of 
the function was determined. 
Function 1: Enemy 
The items loading highly on this function are concerned with cancer as an enemy 
(eg. the enemy within). The threat and fear of cancer was dominant, death was not 
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perceived to be the only outcome (eg. a hunter to be fought and slain). The function 
was therefore labelled enemy. 
Function 2: Death 
These items were wholly negative, largely relating to cancer being associated with death 
(eg. the seed of death). The helplessness surrounding this view was evident (eg. a fight to 
the death) and the insidious nature of the illness emphasised (eg. creeping poisoned ivy). 
The fear of having cancer was also evident in this function (eg. the worst nightmare). 
The most appropriate label for this function was thought to be death. 
Table 6.17 TCMT: Structure matrix 
Metaphors Function1 ; Function 2 
: 
The enemy within 0.57* 0.16 
A haunting shadow 0.49* 0.11 
A parasite 0.44* 0.22 
Unknown intruder 0.44* 0.12 
An unwelcome visitor 0.42* -0.29 
A hunter to be fought and slain 0.39* -0.31 
Unwanted surprise 0.33* -0.17 
An unprovoked attack 0.29* -0.01 
A duel between mind and body 0.29* -0.23 
Silent suffering 0.27* 0.17 
A strangle hold 0.18* 0.17 
Not the end of the world 0.18 -0.53* 
The fire that can be put out 0.38 -0.48* 
The seed of death 0.17 0.41 * 
Portrait of death 0.35 0.40* 
A festering mass 0.35 0.40* 
A fight to the death 0.21 0.38* 
A deadly growth 0.11 0.37* 
Creeping poison ivy 0.27 0.34* 
Alien growth 0.29 0.31* 
Poison without antidote 0.24 0.30* 
The worst nightmare 0.20 0.27* 
2 
183·71**i 61.55** x 
Group centroids 
Group 1: Death/Enemy 2.44 0.60 
Group 2: Death -1.90 0.58 
Group 3: Positive 0.02 -1.91 
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Interpretation of the clusters on the basis of defined functions 
Having established the meaning of the functions, the way the 3 groups differed on these 
functions was explored to identify the nature of the 3 groups. This was done by 
examining the group positions on each function as measured by the cluster centroid. 
Table 6.17 shows the position of each group in relation to the centroid of each function. 
For the purposes here, mean 0.5 is considered high and below -0.5 is considered low. 
A value between 0.5 and -0.5 is deemed to be essentially zero weighted. 
From Table 6.17 it is discernible that Group 1 scored highly on the Enemy function 
whilst Group 2 scores very low. Group 3 on the other hand scores essentially zero. 
Turning to the Death function Group 1 and Group 2 score quite highly whereas Group 3 
scores very low. These findings suggest that Group 1 view cancer as an enemy that is 
likely to result in death. Group 1 was therefore labelled the 'death enemy'. Group 2 
reported low levels on the enemy function but quite highly on the death function and 
was therefore labelled the 'death' group. Group 3 was neither high or low on the enemy 
function but scored very low on the death function and was hence labelled the 'positive' 
group. Lastly a classification analysis was run to determine the percentage of individuals 
correctly classified on their responses to the metaphors. A classification rate of 96.77% 
was achieved which is a high classification score. 
In order to further interpret the shared representations identified the differences among 
the groups (using one way analysis of variance) were examined in relation to the cancer 
scales identified in the previous study, that is Enemy, Death and Challenge. As expected 
significant differences between the groups were found on the 3 cancer scales which is 
illustrated in Table 6.18. The groups were not differentiated in terms of age. 
Table 6.18 Analysis of variance: Clusters by EPQR and TCMT scales 
Cluster 1 Cluster 2 i Cluster 3 F 
Death Death : Positive 
enemy 
EPQR 
Extroversion 23.50 22.81 : 22.14 1.00 
Neuroticism 18.48 18.50 : 19.38 0.63 
Psychoticism 42.70 42.10 i 43.18 1.61 
Lie 47.38 47.50 : 46.41 0.97 
TeMT scales 
Enemy 29.36 14.88 17.18 99.83** 
Challenge 19.03 9.95 19.23 70.44** 
Death 30.16 21.00 17.00 35.71 ** 
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From Table 6.18 it is clearly discernible that the Death Enemy group scored 
significantly higher than the Death and the Positive group on the Enemy scale which 
was an expected finding. The Positive group scoring the lowest which suggests that the 
more positively cancer is perceived the less it is viewed as an enemy. Again predictably 
the Positive group scored the highest on the Challenge scale and significantly higher 
than the Death group. The 'death enemy' group scored significantly higher than the 
Death group. These results are expected. Again predictably the Death Enemy group 
scored the highest on the Death scale and significantly higher than the Death and 
Positive group. The Death group also scored significantly higher than the Positive 
group on the Death scale. 
Shared representations and individual differences 
It now remains to explore whether the groups of people differ in terms of individual 
differences. The differences between the groups on the EPQR were examined. The results 
are detailed in Table 6.18. It is clearly discernible that the groups did not differ in terms 
of any of the EPQR measures which casts doubt on the role played by these individual 
differences in the conceptualisation of cancer. However other individual differences not 
assessed by the EPQR may be important. 
Discussion 
In conclusion, 3 shared representations of cancer were identified, Death Enemy, Death and 
Positive. Of particular interest here was the emergence of a representation with a 'positive' 
focus which has almost always been overlooked in cancer research. However no significant 
differences were found between the groups in terms of the EPQR. Whilst the FA allowed 
an examination of the SRs of cancer circulating in society, and further permitted their 
relationships to the social environment and individual differences to be examined, the 
factor analytic technique does not allow the examination of shared representations. A 
cluster analysis was conducted to ascertain whether there existed shared representations 
of cancer. The analysis proved successful at clustering 3 groups of subjects which were 
found to be discriminated in terms of the functions Enemy and Death. The 3 shared 
representations isolated were Death Enemy, Death, Positive. The groups were found not 
to be discriminable in terms of socio-economic status, age, sex or scores on the EPQR. 
This sugges~s that other factors (eg. experience with cancer, or the amount individuals 
attend to the social environment) may be influencing the shared representations of cancer. 
However the small sample size in this study may have contributed to the lack of apparent 
differences between the groups. Nevertheless the fact that these shared representations 
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exist suggests that there is some social mediation responsible for the SRs of cancer, despite 
the failure to map specific social differences onto the clusters. 
The findings also suggest that if cancer is viewed positively it is less likely to be perceived 
as an enemy. In contrast if it is given form and objectified as an enemy it is more likely 
to be viewed as a threat to life. Anchoring and objectifying cancer as an enemy seems to 
have resulted in the qualities of an enemy being transferred to cancer (Gentner, 1982, 
Holyoak, 1982, Miller, 1979). The objectification of cancer as an enemy is not restricted 
to cancer. Indeed Sontag (1989) notes that in the past illness in general caused 
by unidentifiable organisms have been conceptualised as an enemy. In other words 
the mystery surrounding the etiology of illness may cause emotional disturbance, 
and therefore the only way to deal with it is to give it form as an enemy so it is fully 
recognized as a threat. However the objectification of cancer as an enemy may also 
serve to prevent favourable information about cancer (eg. medical advances) being 
taken on board. In this way it may be partially responsible for the maintenance of 
inaccurate perceptions about cancer (eg. Sontag, 1979; Kaplan, 1994; Tsoukas, 1993). 
This is an issue that should be taken seriously by health promoters in disseminating 
information about cancer. Moreover there is a need to inject new metaphors into society 
so that they can be used as vehicles to objectify more favourable images about cancer. 
As already suggested individual differences may effect the uptake and absorption of 
different metaphors and so it is vital that these are taken into account. For example it is 
hypothesised here that conceptualising cancer as an enemy and therefore outside of 
one's own control may be related to an external locus of control. This is an issue taken 
up in the next chapter. 
GENERAL DISCUSSION 
In conclusion, metaphors do seem to provide an indirect way of eliciting the deep 
seated emotions about cancer which is important especially when dealing with sensitive 
issues such as cancer. Although it is a strength of the method to highlight and enhance 
salient aspects of the representations of cancer it is also a limitation as other aspects 
are obscured. This prevents the full content of a SR from being elicited and measured. 
Literal language is therefore required in order to gain a fuller description of the 
representations of cancer to be measured. As such the next chapter employs a 
questionnaire (using literal language) to measure the SRs of cancer and explore their 
relationship to health behaviour. 
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CHAPTER 7 
QUESTIONNAIRE PROCEDURE 
INTRODUCTION 
In the preceding studies a number of relevant facets of the SRs of cancer have been elicited. 
It remains to measure these facets and explore their relationship to health behaviour. 
The most suitable method for this purpose is the questionnaire which has been increasingly 
used within the SR field (eg. Echebarria et aI, 1989; Mugy and Carugati, 1989). 
The questionnaire in conjunction with the development of multivariate statistics has made 
it possible to draw normative conclusions from the data elicited from a large sample. 
Typically the statistical techniques employed have been the factor and cluster analysis. 
The factor analytic approach enables the researcher to measure the underlying facets of the 
representations under study (by extracting factors that can be made into scales), and 
allows important theoretical questions to be addressed (eg. the relationship between 
representations and health behaviour). The cluster analytic technique on the other hand is 
typological (see Fife-Schaw, 1993). It enables the identification of the content of shared 
representations on the basis of the similarity between individuals on their responses to test 
items. It is then possible to identify the boundary of the representations and the degree to 
which they are shared. In this way the method determines whether a shared representation 
actually exists. Once the shared representations have been identified, if at all, the technique 
enables the researcher to make hypotheses about the origins of the shared representations 
by exploring how the individuals in different clusters are differentiated by certain social 
features, for example educational level. The differences between the groups in the 
practice of health behaviours can also be examined. It also allows an investigation into 
the relationship between individual differences and shared representations of cancer. 
The purpose of this chapter is two fold: first, using a factor analytic approach, to measure 
the representations of cancer and examine their relationship to health behaviour and 
individual differences; second to establish whether it is possible to identify groups with 
shared representations of cancer and examine their relationship to health behaviour. The 
relationship between shared representations and individual differences will also be explored. 
This chapter will report two studies derived from a common data set. The first measures 
facets of representations of cancer and the second examines common groupings based 
upon shared representations of cancer. 
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Method for the Two Studies 
Sample 
The sample of 305 subjects was achieved by appointing four co-ordinators to distribute 
the questionnaires. A snow ball sampling procedure was used. 
Procedure 
Each questionnaire had a covering letter which mentioned the value of the research and 
emphasised the anonymity of subjects responses (see appendix 7.1). Respondents were 
asked to return the questionnaire in the self-addressed envelope provided, or to their 
appointed co-ordinator. A response rate of 52% was achieved. Once collected the 
questionnaires were coded and the data entered onto a data file. 
The questionnaire 
The questionnaire used in this study (see appendix 7.1) was developed in the light of the 
studies reported in previous chapters based on qualitative and quantitative analysis. 
These studies elicited knowledge, cognitions, feelings, associations and attitudes towards 
cancer. The research literature was also consulted to ensure that all the relevant issues 
had been addressed. Demographic information, sex, nationality, occupation, health status, 
attention to health were examined to establish whether the sample was representative of 
the population. The themes identified in the elicitation phase of this thesis were framed 
within 55 items measuring 'feelings and associations' with cancer. The themes included 
death, restriction, pain, stigma, emotional consequences. Subjects were required to rate on 
a Likert scale from 1 to 5 the extent to which they agreed with each statement. 
Awareness of the symptoms of cancer 
Awareness of the symptoms of cancer was examined as it was shown in the literature 
(eg. Leather and Roberts, 1985) to be an important aspect of the knowledge of cancer. 
However direct questions relating to knowledge were not asked, rather an attitudinal 
framework was adopted. This non-directive approach is thought to be valuable when 
assessing individuals with limited knowledge and therefore yield a more meaningful set 
of responses (Dent et aI, 1980). Subjects were asked to rate on a 5-point scale where 
1 = Not at all worried to 5 = Very worried about the extent to which they would worry 
about twelve different symptoms of cancer (eg. persistent indigestion). 
Beliefs concerning treatment 
The chances of cure from cancer related to certain treatments and beliefs which were 
examined by asking subjects to indicate on a scale where 1 = No chance of cure and 
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5 = High chance of cure the degree to which eight items increased the chances of cure 
from cancer. The awareness of six detection methods (eg. mammogram) was explored 
by asking subjects to indicate their level of awareness on a 5-point scale where 1 = Not 
at all aware and 5 = Very much aware. 
Knowledge, incidence and anxiety relating to cancer 
General measures of knowledge, perceived incidence of cancer, and anxiety were created 
on the basis of subjects' responses to twenty different cancers. The subjective measure 
of general knowledge of cancer was ascertained by asking subjects to indicate on a scale 
where 1 = No knowledge and 5 = Considerable knowledge the extent of their knowledge 
about twenty different cancers. The measure of the perceived incidence rate of cancer was 
created by asking subjects to rate on a 5-point scale where 1 = Very rare and 5 = Very 
common how common they believed each of the twenty individual cancers to be. Given 
the fact that the etiology of cancer seemed to be an important theme within the qualitative 
studies respondents were further asked to list risk factors for cancer. A general subjective 
index of anxiety about cancer was also created by asking subjects to indicate on as-point 
scale where 1 = No anxiety to 5 = Much anxiety the degree to which they found twenty 
different cancers to be anxiety provoking. The cancers selected for this purpose were 
chosen to reflect the different themes highlighted in the Multiple Card Sort study. 
Health behaviours 
Health behaviour was examined by asking subjects to indicate on a 5-point scale where 
1= Very important to 5 = Not very important the level to which they considered nine health 
practices (eg. take care to eat a healthy diet) to be an important part of their current 
lifestyle. Subjects were also asked to indicate (by answering Yes or No) whether they 
smoked, consumed alcohol, attended regular dental check ups, attended regular cervical 
screenings, regularly examined their breasts or testicles for abnormalities and lastly 
whether they attended their GP for regular health check ups. The number of cigarettes 
per day and the number of units of alcohol consumed each week was also examined. 
It was hypothesised that individuals holding the most negative representations of cancer 
would be more likely to seek medical attention, and individuals with the most positive 
representation of cancer would be more likely to practice health promoting behaviours. 
The rationale for these hypotheses are that individuals holding a negative representation 
may worry about cancer and seek medical attention. Holding a positive representation 
on the other hand may be a product of practising health promoting behaviours and 
feeling less at risk of developing cancer. 
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Health Locus of Control 
It was hypothesised that psychological factors may be affecting conceptualisations of 
cancer and as such a measure of Health Locus of Control (Wallston and Wallston, 1981) 
was incorporated into the questionnaire. This particular scale was largely used because of 
its brevity, ease of access, and because it was seen as important in shaping one's perceptions 
of cancer. It was hypothesised given the findings in the metaphor chapter that individuals 
who perceived cancer as very life threatening would be more likely to have an External 
Locus of Control. The HLOC measure is an 18-item scale which can be broken down into 
three subscales, Power, Luck and Control. Power measures the belief that one's health 
is determined by powerful others (eg. doctors). Luck measures the extent to which one 
believes that health and illness is a matter of fate. Control measures internality or the 
extent to which individuals believe that internal factors are responsible for health and 
illness. Subjects were asked to indicate the degree to which they agreed with each 
statement on a 5-point scale from 1 = Not at all to 5 = Very much. All the items above 
were compiled into a single questionnaire and distributed. 
Analysis 
The analyses are presented as two discrete studies. However prior to presenting the 
studies the demographic details of the sample are shown followed by an examination 
of the psychometric properties of the scales used. Study 1 identifies the facets of cancer 
representations using factor analysis. The factors were then operationalised into scales 
and their psychometric properties evaluated. To further aid the interpretation of the 
scales, a correlational analysis between the Cancer scales and Anxiety, Knowledge and 
Incidence scales was conducted. Correlations between each of the Cancer scales was 
conducted to provide added insight into the meaning of the scales. This may be viewed 
as an initial validation exercise. Correlations between the Cancer scales and the Health 
Locus of Control subscales (Power, Luck, Control) was also conducted to explore the 
relationship between cancer representations and individual differences. It was also of 
interest to examine the differences between the sexes on the representations of cancer 
using t-tests. No specific hypotheses were generated (with the exception of the one 
related to HLOC) as this analysis was essentially exploratory. Finally the relationship 
between the representations of cancer and health behaviour were examined. 
Study 2 grouped individuals according to their shared representations of cancer and 
examined whether individuals holding different representations differed with respect to 
health behaviour and scores on the HLOC measure. The analysis falls into two sections. 
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Firstly a cluster analysis was conducted on the data to explore whether it was possible to 
isolate shared representations of cancer on the basis of the homogeneity of the responses 
to the attitude, feeling and knowledge items. These were the same items as used in the 
final factor analysis of the first study. The nature of the clusters isolated were then 
examined using a discriminant analysis. The second stage of this study explored the 
differences between the groups in terms of health behaviour and individual differences 
using the health locus of control measure. 
General about the Sample and the Psychometric Properties of the 
Measures Used 
Demographic details of the sample 
The sample consisted of 172 women and 132 men, a ratio of approximately 60:40. 
The sample was an adult population ranging from 19 to 78 years with a median of 35 
years. Just under 2 % of the sample were unemployed. Of the sample 98% were British, 
the remainder were African, Japanese and Chinese. There are a variety of occupations 
but professional and skilled persons make up 78% of the sample (see Table 7.1). 
Table 7.1 Distribution of occupations across the sample 
Occupation 
Medical 
Professional 
Skilled 
Semi-skilled 
Unskilled clerical 
Manual 
Housewife 
Student 
Retired 
: Percent 
! 11.3 
! 11.6 
: 20.9 
·20.2 
• 15.8 
: 3.4 
: 4.5 
: 7.5 
: 4.8 
Health behaviour of the sample 
Health behaviour was analysed on the basis of questions covering smoking and drinking 
consumption, dental check ups, cervical screening, self examination, and visits to the GP. 
Of the sample 23% reported that they smoke cigarettes. The range of consumption was a 
minimum of 1 to a maximum of 30 per day, with a median of 9 and standard deviation of 
3.43 cigarettes. By far the majority of the sample, 86%, reported that they consume alcohol. 
The range of alcohol consumption was a minimum of 1 unit per week to a maximum of 
85 units per week with a median of 8 and a standard deviation of 9.84. Despite the wide 
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range of alcohol consumption the median value indicates that consumption level is moderate. 
Of the women 82% in this sample reported that they did regularly have a cervical smear 
test which is reflective of the general population. Of men 35% reported that they did 
regularly examine their testicles for abnormalities. A larger percentage of women, 68% 
reported that they examined their breasts for abnormalities. A surprisingly high number 
of the sample, 38% claimed that they had regular visits to the doctor for health check ups. 
Health status of the sample 
Health status was analysed on the basis of subjective ratings on general state of health, 
attention paid to health, and the number of days of sick. Subjects were asked to rate 
how healthy they thought themselves on a scale of 1 to 5. This 5-point scale ranged 
from 1 = Very unhealthy to 5 = Very healthy. The median response of 4 and standard 
deviation of 0.90 indicated that the subjects regarded themselves as quite healthy. Just 
over 75% of the sample considered themselves to be 'quite' or very healthy. 
Subjects reported the amount of attention they paid to health on a 5-point rating scale, 
ranging where 1 = No attention to 5 = Very much attention. Overall the sample reported 
that they paid no attention or very little attention to their health with a median of 1 and 
a standard deviation of 0.53. 
Forty-six percent of the sample admitted to having days off work due to illness in the last 
six months. Of this 46%, the median time off work was 9 days with a standard deviation 
of 15.97, but absenteeism ranged from a minimum of 1 to a maximum of 182 days. 
In summary, the sample was composed of adults with rather more women. The sample 
had a variety of occupations but a predominance of skilled professionals. Just over 
20% of the subjects were smokers, and the majority reported that they consumed alcohol. 
The sample comprised of people who took regular exercise and regarded themselves as 
quite healthy. The findings suggest that the sample does resemble the general population 
in several respects, with a leaning towards skilled professionals, which should be borne 
in mind when generalising the findings from this study. 
Psychometric properties of the measures used 
The psychometric reliability of the measures used was examined, namely Wallston and 
Wallston's (1981) Health Locus of Control measure and General Knowledge, Incidence 
and Anxiety scales. The latter scales were created by asking subjects to rate 20 different 
cancers on three different scales, Knowledge, Incidence and Anxiety respectively. We can see 
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from the results in Table 7.2 that the Knowledge, Incidence and Anxiety scales manifest 
high internal consistency as measured by the Cronbach's alpha. 
The subscales of the HLOC measure manifest alpha co-efficients less than the 0.70 
criteria for reliability (Nunnally,1981). However Guilford (1959) argues that alpha values 
of 0.60 and above are satisfactory for research purposes. In view of this caution was used 
when making interpretations using the Luck subscale. This lack of internal consistency 
was not expected as Wallston and Wallston (1981) report good levels of reliability. 
Table 7.2 Psychometric properties of specific measures 
Scale 
Health Locus of Control 
Power 
Control 
Luck 
Knowledge 
Incidence 
Anxiety 
STUDY ONE: 
Mean 
~ 14.79 
: 15.27 
~ 20.20 
: 48.53 
~ 58.69 
56.20 
: Std 
4.07 
4.08 
3.36 
; 16.74 
~ 11.14 
: 23.50 
Items 
6 
6 
6 
: 20 
: 20 
: 20 
i Alpha 
: 0.67 
i 0.65 
: 0.56 
: 0.94 
: 0.89 
: 0.97 
MEASUREMENT OF CANCER REPRESENTATION FACETS 
Results 
Measurement of the cancer representations 
Factor analysis using oblimin rotation program 
A factor analysis was conducted on the attitude, feeling and knowledge variables in an 
attempt to measure the facets of representations. Before proceeding, variables that did not 
manifest appropriate normality were removed from the data, leaving 43 attitude items. 
A number of factor analyses were conducted on the data. This involved extracting 2 then 
3, 4 and 5 factors. Each solution was rotated to simple structure and the interpretability 
of the solution was used as a criterion for the model to choose. This is in keeping with 
the exploratory focus of this analysis. The 4-factor solution was ultimately chosen 
because it was clearly interpretable and it was also supported by the scree plot. Oblique 
rotation was used as logically the facets of representations of cancer will be related to 
each other in some way. Eight items were excluded at this stage due to the fact that they 
showed little commonality with the solution. 
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Items were interpreted as belonging to a factor if they had a loading of at least 0.30 with 
a factor. It is noted that loadings of 0.40 and above are more robust as they lead to a 
stronger factor integrity (Nunnally, 1978). At this exploratory stage of measuring facets of 
representations of cancer it is more beneficial to consider the lower co-efficients loadings. 
The 4 factor pattern is reported in Table 7.3. A total of 38.5% of the variance was 
accounted for, the first factor accounting for 13.7% (eigen value = 4.8), the second factor 
11.2 % (eigen value = 3.9), the third factor 7.6% (eigen value = 2.7), the fourth factor 
for 5.9% of the variance (eigen value = 2.1). 
The pattern matrix reproduced in Table 7.3 is organised so that the largest loading item 
on each factor is reported first. All items which have a factor loading greater than or 
equal to 0.30 have been highlighted. 
Interpretation of the factors 
Factor 1 - I llnesslRestriction 
The items loading highly on the first factor indicate that it is related to restriction and 
death, both of which are components of a serious illness. For example 'I associate 
cancer with helplessness' and 'I associate cancer with a restricted lifestyle'. The factor 
was confidently labelled Illness/Restriction. 
Factor 2 - Symptom Focus 
The second factor is clearly associated with the degree of worry that is evoked by the 
presence of certain symptoms. Worry evoked by persistent indigestion and persistent 
cough having the highest loadings on this factor being 0.81 and 0.75 respectively. This 
factor may also reflect awareness of the symptoms associated with cancer and not just 
be a manifestation of anxiety associated with cancer. Thus this factor was labelled 
Symptom Focus. 
Factor 3 - Challenge 
The highest loading items show that this factor was concerned with cancer as a challenge 
or a positive experience. For example 'I believe that having cancer can be a positive 
experience', 'I believe that having cancer can be an enlightening experience' and 'I see 
cancer as a challenge in life'. The last two items loading on this factor are puzzling but they 
could still be congruent with the view of challenge, as emotional and spiritual suffering 
and stigmatisation could represent what the individual with cancer is fighting against. 
Factor 4 - Treatment 
This small grouping suggests a more objective view of cancer, one which is governed more by 
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treatment factors rather than feelings associated with cancer. For example chemo-therapy 
being viewed as an effective means of increasing the chances of cure from cancer. It was 
therefore seen appropriate to label this factor treatment. However it is recognised that, 
as few items make up this factor the future performance of this scale may be compromised. 
Table 7.3 Pattern matrix for cancer items using obimin rotation 
Items 
Helplessness 
Restriction 
Give up work 
Loss of independence 
Silent suffering 
An end to life 
Slow death 
Haunted by fear 
Sadness and depression 
Anxiety provoking 
Worry 
Not like other illnesses 
Unpredictable 
Less avoidable 
o isfigu rement 
Factor 1 
0.71 
0.68 
0.65 
0.61 
0.59 
0.59 
0.56 
0.53 
0.49 
0.46 
0.39 
0.39 
0.37 
0.35 
0.33 
Worry about persistent indigestion : -0.02 
Worry about persistent cough : 0.01 
Worry about perSistent tiredness : -0.12 
Worry about persistent headache : -0.03 
Worry about change in bowel/bladder: -0.04 
Worry about a sore does not heal : 0.03 
Worry about skin thickening : -0.05 
Worry about a new mole 0.15 
Positive experience 
Enlightening 
Challenge 
Natural process 
Cope with 
Emotional and spiritual suffering 
Partly self-inflicted 
Cure with chemotherapy 
Cure with radiation 
Treat successfully 
Less people die of cancer 
Fear of cancer generated by media 
Factor correlations 
Factor 
Factor 1 
Factor 2 
Factor 3 
Factor 4 
: -0.09 
! -0.04 
: -0.03 
: 0.02 
: -0.19 
: 0.34 
0.25 
: -0.00 
: -0.03 
: -0.17 
-0.05 
0.01 
1.00 
0.08 
-0.04 
-0.04 
: Factor 2 
I 
: -0.04 
: -0.07 
! -0.08 
: 0.07 
: -0.01 
: 0.02 
: -0.14 
: 0.16 
0.09 
0.14 
0.14 
0.06 
: -0.12 
: -0.23 
0.08 
0.81 
0.75 
0.74 
0.71 
0.70 
0.64 
0.62 
0.40 
0.07 
: -0.02 
: 0.03 
: 0.07 
i -0.19 
: 0.06 
i -0.02 
: 0.11 
: 0.06 
: -0.09 
: 0.04 
i -0.08 
1.00 
0.00 
-0.03 
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: Factor 3 
0.01 
: 0.08 
• -0.03 
: 0.16 
: -0.05 
! -0.34 
: -0.18 
: -0.15 
! 0.28 
i 0.02 
: -0.18 
i -0.20 
: 0.06 
: -0.05 
: 0.23 
0.12 
0.08 
: -0.05 
: 0.10 
! 0.02 
: -0.00 
: -0.02 
: -0.13 
0.73 
0.72 
0.62 
0.51 
0.48 
0.36 
0.32 
: -0.11 
: -0.08 
0.23 
0.19 
0.04 
1.00 
-0.02 
Factor 4 
i -0.26 
: -0.20 
• -0.14 
: -0.09 
: -0.01 
! -0.17 
: -0.08 
: 0.29 
-0.16 
0.09 
0.23 
0.23 
0.07 
0.17 
: -0.12 
0.11 
0.11 
0.01 
: -0.01 
0.09 
-0.13 
-0.10 
0.03 
0.10 
0.10 
: 0.00 
: -0.15 
i 0.27 
: -0.02 
0.10 
0.71 
0.68 
0.53 
0.46 
0.38 
1.00 
The factor correlation matrix was consulted to further the interpretation of the factors 
by suggesting possible relationships among the factors. It is interesting to note that the 
factors are essentially orthogonal with little or no relationships among them. This 
means that the measures derived from this factor solution are discrete and independent. 
Psychometric properties of the cancer scales 
As the factors were interpretable they were operationalised into scales (ie. summing up 
items from the pattern matrix), which is necessary if they are to be used as measurement 
tools. A reliability analysis was conducted and a further item analysis resulted in five 
more items being removed to increase the internal consistency of the scales. 
We can see from Table 7.4 that the first two scales manifested good internal consistency 
as measured by Cronbach's alpha. The Challenge and Treatment scales, however do not 
manifest good reliability co-efficients. We could argue that this is due to the fact that they 
only contain 5 and 4 items respectively but for measurement purposes this is irrelevant 
as the scales are fundamentally inadequate. However these scales represent preliminary 
measures and will form the basis for further measurement developments in the final 
empirical study of this thesis. It should also be noted that the Challenge scale does meet 
the criteria for a research tool as provided by Guilford (1959). The conclusion is that while 
4 scales are indicated we cannot argue for the Challenge or Treatment scales. Nevertheless 
the simplicity of the 4-factor solution as well as the fact that it is consistent with findings 
from earlier studies gives good grounds for arguing that the representations of cancer 
are composed of IIIness/ Restriction, Symptom Focus, Challenge and Treatment themes. 
It must be acknowledged that the attempts to measure the latter constructs is sub-optimal 
at this point in the research. 
Table 7.4 Descriptive statistics of the cancer scales 
No. of Mean Std Alpha 
Scales items 
Illness 14 42.23 9.03 0.81 
Symptom Focus 6 15.01 5.08 0.82 
Challenge 5 13.64 4.11 0.68 
Treatment 4 12.21 2.61 0.58 
Correlational analysis of the cancer scales between them and other variables 
To further the interpretation of the cancer scales correlations between the scores on the 
cancer scales and among the scores on the general Knowledge, Anxiety and Incidence 
scales where examined, and are displayed in Table 7.5. 
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Correlations among the cancer scales 
Small but statistically significant correlations between Illness/Restriction, Challenge and 
Treatment were observed. To a degree, the correlations are not surprising which provides 
a certain concurrent validity to the scales. The Challenge scale being significantly (p<O.Ol) 
negatively correlated with the Illness/Restriction scale. The fact that the Illness/Restriction 
scale negatively correlates (p < 0.01) with the Treatment scale and the Treatment scale 
correlates positively (p<O.Ol) with the Challenge scale suggests that the Treatment scale 
is connected to a positive view of treating cancer. However, too much cannot be drawn 
from this because of the low reliabilities of both the Challenge and Treatment scales. 
Correlations between the cancer scales and cancer beliefs 
The correlations between the Cancer scales and the Knowledge, Anxiety and Incidence 
scales reveals some interesting issues. Not surprisingly, the Anxiety scale correlates 
positively with both Illness/Restriction and the Symptom Focus scale. The question is, 
is the Symptom Focus scale tapping anxiety about symptoms of cancer or awareness of 
the symptoms of cancer or both? Given the significant correlation (p<O.Ol) between 
Knowledge and the Symptom Focus scale and Anxiety and Symptom Focus it would seem 
that there is an element of both awareness and anxiety. Knowledge is correlated (p<O.Ol) 
with the Challenge scale which suggests that knowledge leads to more positive views 
about cancer. The correlation between the Incidence scale and the Symptom Focus scale 
may be because they are both knowledge variables. 
Correlations between the cancer scales and Health Locus of Control 
As a first step in examining whether individual differences have any relationship to the 
cancer representations, correlations between the Health Locus of Control subscales and 
the Cancer scales were examined and are displayed in Table 7.5. From the Table it can 
be observed that the Illness/Restriction facet is significantly correlated (p < 0.01) with 
Power and Luck. This suggests that people who emphasise the illness qualities of cancer, 
that is restriction and death are more likely to view health as out of their own control and 
a function of the doctor or fate, which is consistent with our hypothesis. On the other 
hand the Challenge facet was significantly positively related to Control (p < 0.05) and 
negatively correlated with Luck (p<O.Ol). It seems that a challenge or positive approach to 
cancer suggests an internally driven person rather than letting fate take its course, which 
is again consistent with our prediction. The Treatment scale was correlated (p<O.Ol) 
positively with Power which again makes sense, the belief in the treatability of cancer 
being related to the medical professions abilities to overcome illnesses. However due to 
the weak internal consistency of this scale, not much can be drawn from this correlation. 
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-0.06 0.06 0.12* 0.09 
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Cancer beliefs Health Locus of Control 
Knowledge: Incidence Power Luck Control 
1.00 
0.35 1.00 
0.04 -0.01 1.00 
-0.08 -0.15* 0.14 ~ 1.00 
0.01 -0.07 0.01 [ -0.13* ~ 1.00 
Contrary to the other scales the Symptom Focus scale did not significantly correlate 
with any of the HLOC subscales. Overall the findings suggest that individual differences 
are related to conceptualisations of cancer, providing strength to the idea that Social 
Representation research should pay more attention to the role played by individual 
differences, and not just concentrate on the social environments influence on 
representations held. These correlations can be summarised by suggesting that the pattern 
of correlations affords powerful validation for the factor scales, as there is much that 
would be expected here. 
Representations of cancer and sex 
Having observed evidence to suggest that individual differences are related to cancer 
representations the differences between the sexes on scores on the cancer scales were 
examined using a series of t-tests (see Table 7.6). Sex seemed an important variable to 
examine given the fact that individuals are socialised into their gender roles. For example 
women are programmed to communicate and express their emotions whilst men are 
encouraged to suppress their feelings. It is interesting to note that the only significant 
difference between the men and women is on the Symptom Focus scale, women scoring 
higher than men. This implies given the preceding correlational analysis that women 
are more aware of the symptoms of cancer compared to men, which is not surprising 
because women are more likely to communicate and talk about cancer then men and 
more likely to attend to health information. 
Table 7.6 t-tests: Cancer scales by sex 
Scale Male Female 
Mean Std Mean Std ! t P 
I I I I 
Illness 41.90 9.19 42.47 9.56 0.50 not sig 
Symptom Focus 14.20 i 5.30 15.87 4.96 2.77 p<O.Ol 
Challenge 14.00 i 4.21 13.42 4.14 1.16 not sig 
Treatment 12.06 2.57 12.26 2.70 0.63 not sig 
Cancer representations and health behaviour 
Having taken the first step at considering the role of the social environment and individual 
differences on representations of cancer it now remains to explore their relationship to 
health behaviour, using correlational analysis and t-tests, which are displayed in Tables 7.7 
and 7.8a and 7.8b respectively. Two interesting significant (p<O.Ol) correlations were 
between the Challenge scale and the behaviours 'engagement in health practices' and 
'taking plenty of mental exercise'. This is consistent with our prediction and suggests that 
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people who score high on the positive scale have an active as opposed to a passive approach 
to health. The Symptom Focus scale was also correlated (p<O.05) with seeking the doctor 
when unwell which suggests that people who are more aware or worried about symptoms 
are more likely to seek medical advice. Furthermore the Symptom Focus scale was also 
positively correlated (p<O.05) with alternative health practices suggesting that there is an 
underlying active component to the Symptom Focus scale. Lastly, the Treatment scale was 
observed to correlate negatively with alternative health practices and positively with 
practising safe sex (p<O.Ol). A possible explanation for this is that the Treatment scale is 
related to a belief in traditional forms of treatment rather than alternative health practices. 
Table 7.7 Correlations between cancer scales and health behaviour 
Health behaviours 
Eat a healthy diet 
Exercise regularly 
Relaxation 
Alternative health practices 
Take plenty of sleep 
Mental exercise 
Seek doctor when unwell 
Practice safe sex 
Counter medications 
Note: p<O.05* p<O.Ol** 
Illness 
: -0.03 
: 0.04 
: -0.05 
: -0.02 
: -0.02 
! -0.05 
: 0.12 
: -0.03 
0.04 
Challenge : Symptom • Treatment 
, Focus 
: -0.01 
! -0.07 
i 0.08 
0.15** 
0.04 
0.15** 
: -0.13 
: 0.04 
i -0.04 
.0.07 
: 0.06 
.0.01 
: 0.13* 
.0.08 
: 0.07 
: 0.14* 
: 0.06 
: 0.08 
0.03 
0.04 
0.00 
:-0.15** 
• -0.09 
0.04 
0.04 
0.21 ** 
0.09 
The next step was to examine the differences between individuals that practice certain 
health behaviours (ie. smoking, drinking alcohol, dental visits, cervical screening, self 
examination and regular GP visits) and those that do not on scores on the Cancer scales 
using t-tests. The results from these analyses are displayed in Tables 7.8a and 7.8b. From 
the tables it is clear that individuals who are more likely to visit the dentist, regularly 
examine their breasts or testicles for abnormalities and attend regular visits to the GP 
score higher on the Symptom Focus scale compared to the non-participators. This could be 
suggestive of hypochondriasis or alternatively awareness of the symptoms of cancer which 
is a point that requires investigation and will be taken up in the next chapter. A significant 
difference on the Treatment scale was also found between women who attended cervical 
screening and those who did not. Those who did attend cervical screening regularly scored 
higher on the Treatment scale. The most likely explanation for this is that they believe in 
medical treatment. These t-tests results are suggestive but not conclusive. The measures 
are not psychometrically strong and the t-values are not particularly large. Nevertheless 
they provide the basis for future work. 
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Lastly with regard to the qualitative question regarding risk factors associated with 
cancer, a content analysis was conducted and a number of different risk factors were 
given including dietary (eg. excessive dairy products, lack of fresh fruit and vegetables), 
dietary related factors (eg. constipation), stress, factors in the environment (eg. asbestos, 
diesel fumes), smoking, heredity, sexual practices, sunbathing, and medical treatments. 
Discussion 
To conclude, a measure of SRs cancer has been created with significantly sound 
psychometric properties to form the basis for future work. Four fundamental facets were 
observed and labelled Illness/Restriction, Symptom Focus, Challenge and Treatment. 
The Illness/Restriction and Symptom Focus scales achieved good internal consistency 
(0.81 and 0.82 respectively) as measured by Cronbach's alpha. It was disappointing to note 
that the two remaining facets Challenge and Treatment did not form psychometrically 
sound subscales (with alpha coefficients of 0.68 and 0.58 respectively) according to the 
criteria established by Nunnally (1978). Nevertheless, the simplicity of the 4-factor 
solution and the fact that the findings are consistent with the previous studies in this 
thesis gives good grounds to argue that the SRs of cancer are composed of these facets. 
These facets also provide a good foundation for the next empirical chapter in this thesis 
which sets out to refine these measures. 
The correlational analyses conducted gave a certain concurrent validity to the Cancer 
scales. Evidence for individual differences playing a role in the representations of 
cancer is also provided. The HLOC measures proved to be significantly correlated with 
the Illness/Restriction, Challenge and Treatment scales. The findings are suggestive of 
the fact that individuals who view cancer in terms of an illness do not see health as 
within their own control but rather a function of fate. In contrast individuals who view 
cancer as a challenge view health within their own control and nothing to do with luck. 
This suggests that feelings of control could be intricately related to the way cancer 
information is evaluated and incorporated into already existing belief systems. It is 
stressed therefore the need to examine individual differences which is an issue more 
fully examined in the final empirical chapter of this thesis. 
As well as the evidence of individual differences playing a role in the representations of 
cancer there is evidence that sex differences may effect representations of cancer. It was 
found that women scored much higher than men on the Symptom Focus scale which 
may be a reflection of the fact that women talk more about health and are more aware 
of health issues compared to men. 
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Lastly the representations of cancer proved to be related to certain health practices. The 
Challenge scale significantly correlated with engagement in alternative health practices and 
taking mental exercise. Predictably the Symptom Focus scale was significantly 
correlated with seeking the doctor when unwell and alternative health practices, which 
suggests that this scale may be tapping some form of hypochondriasis. It was found that 
those individuals scoring high on the Symptom Focus scale were more likely to visit the 
dentist, conduct self examination and have regular visits to the GP for check-ups. This 
research suggests that health promoting behaviours are related to viewing cancer as a 
challenge where as symptom response behaviours are related to anxiety about cancer. 
In summary this work succeeded in gaining a reasonable starting point for the measurement 
of SRs of cancer and has shown that there are some grounds for the notion that individual 
differences playa role in mediating the conceptualisation of cancer as well as the social 
environment. Lastly cancer representations seem to be related to health behaviour. It now 
remains to ascertain whether discrete shared representations of cancer can be identified. 
This is the focus of the next study. 
STUDY TWO: 
IDENTIFICATION OF TYPES OF REPRESENTATIONS OF CANCER 
Results 
Identifying and interpreting the shared representations 
Having arrived at a set of themes which seem to provide a relatively reliable way of 
measuring SRs of cancer the question is now posed as to whether shared representations 
of cancer can be elicited, and, if they do exist, explore their relationship to health 
behaviour. The role of individual differences in the homogeneity of responses will also 
be explored using the Health Locus of Control measure. 
Cluster analysis 
A cluster analysis was conducted on the data to explore whether it was possible to 
isolate meaningful groups of people with shared representations on the basis of 
their homogeneity of responses to the attitude, feeling and knowledge items of the 
questionnaire. The variables used in the final factor analysis in the first study of this 
chapter were used in this study (ie. normally distributed items were used). A cluster 
analysis using the partition method of the K-means algorithm was employed and 3 
groups of people were isolated. It should be noted that a similar strategy as reported in 
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the cluster analysis of the metaphor data was used. The three cluster solution was taken 
as it was the most reliably discriminated. Table 7.9 illustrates the number of individuals 
in each group. 
Table 7.9 Number of individuals in each cluster 
No. of 
Cluster ; cases 
I 
1 85 
2 97 
3 80 
Total ~ 262 
Discriminant analysis 
In order to determine the nature of these groups a discriminant analysis was employed. 
Table 7.10 shows that this analysis yielded 2 meaningful functions which significantly 
(p<O.Ol) discriminated the 3 groups. The meaning of the 2 functions were determined 
by examining the structure matrix, which shows the two functions and the corre-
sponding statistically significant items. 
The variables loading highly on each function were examined in order to determine the 
meaning of both functions. 
Function 1: Fatalistic 
As can be seen by Table 7.10 the items loading highly on the function are very negative 
concerning aspects such as death and restriction and emotional suffering. The function 
was therefore confidently labelled fatalistic. For example 'J associate cancer with help-
lessness' and 'I believe that being diagnosed with cancer signals an end to life'. 
Function 2: Positive Approach 
These items are more optimistic, relating to the acceptance of cancer, although there is 
some acknowledgement that cancer is seen as an emotionally distressing illness. Items 
loading negatively on this function are to do with anxiety over symptoms of cancer 
which suggests that this function is tapping a positive approach to cancer. The most 
suitable label for this function was thought to be Positive approach. 
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Table 7.10 Cancer items: Structure matrix 
Items 
Helplessness 
End to life 
Restrictions 
Give up work 
Slow death 
Haunted by fear 
Silent suffering 
Loss of independence 
Sadness and depression 
Worry about cancer 
Anxiety provoking 
Not like other illnesses 
Treat successfully 
Worry about new mole 
Dismiss the thought of cancer 
Strikes at random 
Cured by fighting spirit 
Mixed messages 
Natural process 
Emotional/spiritual suffering 
Learn to cope with cancer 
Enlightening experience 
Challenge 
Positive experience 
Unpredictable 
Partly self-inflicted 
Fear of cancer generated by media 
Less avoidable 
Worry about persistent tiredness 
Normal fact of life 
Disfigurement 
Worry about persistent cough 
Worry about skin thickening 
Result of modern living 
Worry about change in bowel/bladder habits 
Less dying of cancer 
Positive attitude 
Worry about persistent indigestion 
Chance of cure through chemotherapy 
Worry about sore that does not heal 
Worry about persistent headache 
Chance of cure through radiation 
Group centroids 
Group 1: Mixed 
Group 2: Positive 
Group 3: Symptom Anxiety 
: Function 1) Function 2 
0.45* 0.15 
0.40* -0.04 
0.38* 0.05 
0.34* 0.12 
0.32* 0.13 
0.31* 0.08 
: 0.31* 0.16 
: 0.31 * 0.07 
! 0.28* 0.20 
: 0.26* -0.02 
: 0.20* -0.04 
! 0.20* -0.03 
:-0.16* 0.15 
: 0.15* -0.04 
: 0.11* 0.07 
: 0.10* -0.07 
:-0.08* 0.02 
(-0.07* 0.07 
)-0.12 0.36* 
: 0.15 0.32* 
1-0.29 0.32* 
:-0.20 0.27* 
i-O.11 0.27* 
;-0.23 0.27* 
! 0.16 0.26* 
: 0.05 0.26* 
)-0.07 0.21 * 
) 0.15 0.18* 
1-0.03 -0.17* 
(-0.12 0.16* 
( 0.09 0.15* 
: 0.05 -0.15* 
! 0.04 -0.15* 
: 0.12 0.13* 
: 0.07 -0.12* 
1-0.09 0.10* 
(-0.09 0.10* 
: 0.03 -0.08* 
:-0.00 0.08* 
! 0.06 0.08* 
: 0.02 -0.07* 
[-0.02 0.04* 
! 488.96** : 194.44** 
2.00 
: -1.73 
! -0.03 
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0.72 
0.76 
-1.68 
Interpretation of the clusters 
Having established the meaning of the functions it remained to explore how the groups 
differed in terms of the functions Fatalism and Positive Approach, and hence define the 
representations held by each group. This was done by examining the group positions 
on each function as measured by the cluster centroid. From Table 7.10 it is discernible 
that Group 1 scored highly on the Fatalistic function, whilst Group 2 scores very low. 
Group 3 on the other hand scores essentially zero on the Fatalistic function. Turning to 
the Positive Approach function both Group 1 and Group 2 score quite highly whereas 
Group 3 scores very low. 
These findings indicate that Group 1, scoring very high on the Fatalism function and 
quite high on the Positive Approach hold negative and positive views simultaneously 
about cancer and was therefore called Mixed group, although it is this group that 
manifested the highest fatalism score and may equally be labelled the Fatalistic group. 
Group 2 reported low levels on the Fatalism function but quite high on the Positive 
Approach function relative to the other groups. Hence this group was regarded as the 
most positive and labelled as such. The position of Group 3 on the functions, that is 
neither high or low on the Fatalism function and low on the Positive Approach function 
makes it difficult to discern the profile of their approach towards cancer. This group 
was therefore initially labelled 'Unknown', although later analysis resulted in this group 
being labelled Symptom Anxiety. 
Lastly a classification analysis was run to determine the percentage of individuals that 
were classified correctly on the basis of their responses to the items in the questionnaire. 
A classification rate of 93.13 percent was achieved. This may be viewed as a reliability 
of discrimination of about 0.93. 
Shared representations of cancer and the differences on the cancer scales 
In order to further interpret the shared representations identified the differences between 
the groups (using one way analysis of variance) were examined in relation to the Cancer 
scales identified in the previous study, ie. in terms of Illness/Restriction, Symptom Focus, 
Challenge and Treatment. Significant differences among the groups were found on all 
the four cancer scales which is illustrated in Table 7.11. 
From Table 7.11 it is clearly discernible that the Mixed group scored significantly higher 
than both the Positive and 'Unknown' groups on the Illness/Restriction scale which is 
not a surprising result. Also un surprising is the finding that the unknown group scored 
significantly higher than the Positive group on this scale. 
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Perhaps unexpected was the finding that the 'Unknown' group scored the highest on 
the Symptom Focus scale and significantly higher than the Positive group. This suggests 
that this group is concerned with or anxious about the development and detectability 
of cancer, and was therefore labelled 'Symptom Anxiety', and shall from now on be 
referred to as Symptom Anxiety. 
Also unsurprising was the results on the Challenge scale. The Positive group naturally 
scored the highest and significantly higher than both the Symptom Anxiety and the 
Mixed groups. 
Lastly the positive group scored significantly higher than the Symptom Anxiety group 
and Mixed group on the Treatment scale which suggest these individuals have more 
faith in the treatment of cancer. 
The differences between the groups on the cancer scales confirms the interpretation of the 
shared representations but also sheds more light on their meaning. The expected findings 
were that: a) the Mixed group scored the highest on the Illness/Restriction scale; and 
b) the Positive group scored the highest on the Challenge scale. However the meaning 
of the shared representations held by the unknown group was illuminated scoring the 
highest on the Symptom scale suggesting that the group worried about the symptoms 
of cancer. In summary 3 shared representations of cancer were identified, a Mixed 
representation, a Positive representation and a Symptom Anxiety representation. 
Shared representations of cancer and health behaviour 
Having established and clarified the meaning of the three shared representations of cancer 
the differences between the corresponding groups of people on nine items measuring 
certain health behaviours (same as used in Study 1) was explored using one way analysis 
of variance. Table 7.11 shows the results of these analyses. 
No significant differences between the groups were found on any of the health behaviours. 
This is an unexpected finding given the fact that we anticipated a difference between 
the shared representations of cancer held and lifestyle behaviours. It is possible that the 
health behaviours were not specific enough not relating to cancer as such but rather 
were general lifestyle practices. Alternatively this finding may merely reflect the fact 
that shared representations are not significantly related to health behaviour. The author 
argues that the former explanation is more likely and is a point that will be given due 
consideration in the next chapter of this thesis. 
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Shared representations of cancer and age 
Given the fact that the age of respondents causes individuals to experience different 
social environments and was found to be a variable discriminating the representations 
held in the group interview chapter, the differences between the groups in terms of age 
was examined. A one-way analysis of variance was conducted which showed that the 
Symptom Anxiety group was the oldest and significantly older than the Mixed group. 
This finding is an understandable one given that the older age group is more vulnerable 
to cancer and therefore has to be more aware of the symptoms of cancer. 
Shared representations of cancer and individual differences 
The groups did not differ significantly on the subscales Power or Luck but differed 
significantly in terms of Control (see Table 7.11). The Mixed group scoring significantly 
lower on the Control scale compared to than the Positive group which suggests that 
people who hold both a negative and positive view of cancer simultaneously do not view 
health within their own control which is congruent with our predictions. This suggests 
that individual differences may playa role in the conceptualisation of cancer. 
Table 7.11 Analysis of variance between the clusters on the psychometric measures 
Types of representations of cancer: 
: Group 1 Group 2 Group 3 F 
: Mixed Positive Symptom 
Items Anxiety 
Scales 
Illness : 51.87 35.90 39.93 180.14** 
Treatment ! 11.91 12.92 11.59 6.65* 
Symptom Focus ! 14.76 14.05 16.29 4.40* 
Challenge ! 12.75 16.68 10.84 72.95** 
Health behaviours 
Eat a healthy diet 3.94 4.01 3.95 0.13 
Take time for regular exercise 3.80 3.64 3.65 0.49 
Take time for relaxation 3.77 3.93 3.73 0.71 
Engage in alternative health practices 2.35 2.19 2.22 0.36 
Get plenty of sleep 3.46 3.60 3.68 0.92 
Take plenty of exercise 3.23 3.46 3.36 0.88 
Seek doctor when unwell 3.65 3.55 3.90 2.24 
Practice safe sex 4.27 4.15 4.24 0.24 
Take over-the-counter medication 2.55 2.50 2.65 0.43 
Health locus of control 
Power ! 14.85 14.23 15.10 1.16 
Control ! 14.44 16.12 15.04 4.44* 
Luck ! 20.49 20.44 19.47 2.43 
Age ! 36.12 38.02 42.25 4.46* 
Note: p<O.05* p<O.OI** 
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Discussion 
Three shared representations of cancer were empirically identified, a Mixed representation 
combining a high level of fatalism, a Positive representation and a Symptom Anxiety 
representation. It seems that the Mixed group conceptualises cancer as an illness which is 
associated with death and restriction. The Positive group on the other hand conceptualises 
cancer in a more favourable light considering the positive consequences of having cancer 
and the symptoms of cancer. The third group, the Symptom Anxiety group seem to be 
concerned about the symptoms of cancer. 
Evidence is provided that individual differences may play a role in the shared 
representations held. For example the Positive group scored the highest on the Control 
scale suggesting that feelings of control are linked to positive beliefs about cancer. 
However no differences were found between the groups in terms of health behaviour, 
which arguably is due to the fact that the health behaviours were rather general and not 
specific enough to cancer. 
A major limitation of this study is that the social factors that may be related to the shared 
representations of cancer such as experience with cancer, and educational level were 
inadequately explored which is an issue taken up in the next study. However age does 
appear to be an important social factor. For example the 'Mixed' group was composed 
of respondents significantly younger than the other two groups. They presented with an 
anxiety about restriction and death associated with cancer but they also had a positive 
appraisal of the consequences of the disease. They also exhibited little concern about 
the symptoms of cancer. Findings from the focus group chapter suggest that the lack of 
concern over the symptoms of cancer is arguably a product of their age, regarding cancer 
as a problem associated with older age groups. The focus group chapter also suggested that 
the youth feel that cancer should not be worried about, instead life should be just enjoyed. 
In contrast the oldest cluster labelled 'Symptom Anxiety', seemed to be particularly 
concerned about the symptoms of cancer, an issue which dominated their representation. 
It could be argued that they feel very vulnerable to cancer and illness in general. The 
association of cancer with restriction and death was not particularly evident, but at the 
same time they did not hold cancer in a positive light. It would appear that this group's 
primary motivation is to preserve life through prevention. It is possible that this 
representation is anchored within a framework of life extension. The cluster labelled 
'Positive', on the other hand, were not concerned with the symptoms of cancer but were 
more likely to take a constructive view of cancer looking to the positive consequences an 
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experience of cancer would bring. There is a suggestion, given that this group was middle 
aged relative to the other groups, that this representation is anchored within the way in 
which they live their lives. It is argued therefore that there are grounds for suggesting that 
the SRs of cancer are anchored within one's approach to life in general. The reasoning 
for this is supported by the information elicited from the focus groups. These different 
clusters provide evidence for the importance of conducting targeted health campaigns 
to different groups of people (Breakwell, 1993b; Joffe, 1996). This work suggests that 
health promoters should take into account the general view of life held by individuals. 
For example, the young have a 'live for the moment' philosophy and therefore would 
probably be more willing to listen to campaigns that played on this issue rather than 
pointing out the consequences of poor health far into the future. 
OVERALL DISCUSSION 
It is evident that the questionnaire procedure and the associated multivariate analyses 
have enabled a relatively reliable way of measuring the facets of the SRs of cancer and 
the shared nature of SRs. It should be mentioned that the use of multivariate statistical 
procedures is valuable because they help to identify limitations in the way issues have been 
conceived. Questionable reliability for example indicates measurement weakness and 
focuses attention on the refinement of the domain which is empirically defensible as well 
as theoretically useful. The next empirical chapter with the use of multivariate statistics 
enables the refinement of the tool for measuring the SRs of cancer. The questionnaire and 
the associated analysis have also allowed theoretical issues to be addressed such as the 
relationship between representations of cancer and health behaviour. It was also possible 
to explore whether the shared representations of cancer isolated could be mapped onto 
social variables. 
However it is argued that the validity and the understanding of cancer-related thought and 
behaviour would have been substantially reduced if a multi-method approach (MMA) 
had not been adopted. Although it is acknowledged that the measurement tool for the SRs 
of cancer needs to be refined it is argued that the information from the different 
methods were invaluable both in designing the questionnaire and providing an integrated 
understanding of cancer. The work here clearly shows the deficiencies in adopting a 
single method to study SRs. Although the notion of a MMA did not originate here (see 
Sotirakopoulou and Breakwell, 1992; De Rosa, 1994) it is argued that this research takes 
the idea a stage further by choosing methods in relation to the components that make up 
a SR prior to commencing the research (eg. qualitative methods were used to explore the 
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underlying rationale for cancer beliefs whereas the questionnaire was used to develop a 
measurement tool for the representations of cancer). In this way this research program 
cannot be accused of merely 'summing up' findings from different methods (see De Rosa, 
1994) as methods were chosen in an attempt to access all the components that make up 
the SRs of cancer and hypotheses were made as to what to expect of each of the methods. 
The MMA adopted here also highlights the fact that idiographic methods show the 
constraints of the nomothetic procedures (Tanner and Hammond, 1996). For example 
the diversity in the idiographic representations of cancer elicited in the MCSP illustrates the 
loss of in depth understanding when using nomothetic procedures. Clearly nomothetic 
procedures are constrained by the manipulation of arithmetic means and correlations and 
require the organisation of the data for each respondent to be the same (Canter et ai, 1995). 
In this way questionnaires make the assumption that every individual will find all the 
items contained within it meaningful. It is therefore vital that adequate piloting takes 
place to ensure the targeted population view the items as relevant so as to ameliorate 
this problem (Fife-Schaw, 1996). In the same way the idiographic approach shows the 
constraints of the nomothetic approach the research here shows how qualitative methods 
illustrate the constraints of the quantitative approach. The qualitative methods therefore 
proved complimentary to the interpretations made in the questionnaire study. 
The research conducted here is also valuable because it provides a method for the 
elicitation of emotion which has been a neglected avenue of investigation within the SR 
field although the need for such methods has been requested (Joffe, 1996,1997). Joffe 
(1996, 1997) has requested that new methods of research be devoted to the elicitation 
of emotion that do not rest on the verbal code so that unconscious ideas that cannot 
be verbalised may be tapped. Whilst joffe's proposal is an interesting one as yet no 
convincing non-verbal methods have been proposed to examine SRs. However it is also 
argued that the metaphor procedure satisfies the request for methods that access parts of 
SRs which individuals are only partially aware of by eliciting the partially unconscious 
emotional component of SRs as well as socio-cultural forces circulating in culture. 
However it is also argued that the questionnaire method can access emotion with a 
'What do you feel' question (see Joffe, 1997) but within a cognitive framework. It is 
acknowledged that this situation is not optimal for the measurement of emotion, but 
findings yielded through the questionnaire can be enhanced using the findings from the 
metaphor study. This is particularly possible in this research as there seems to be strong 
conceptual overlap in the facets of cancer representations identified in the metaphor 
study and those identified in the questionnaire study making a more comprehensive 
understanding of cancer related thought than if the questionnaire was used alone. 
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Another important issue that this research raises, is the need to give more consideration to 
the relationship between SRs and individual differences. It seems that individual differences 
may be influencing the SRs of cancer adopted by individuals. For example perceiving 
cancer to be associated with death was found to be significantly related to neuroticism 
in the metaphor study. It was suggested that neurotic individuals are more likely to 
worry about cancer and focus on the negative aspects of cancer presented in the media. 
Similarly findings from the questionnaire study suggested that issues of control playa 
central role in perceiving cancer positively. 
In summary the findings here suggest that individual differences may be influencing the 
representations of cancer held, be that in regard to taking up information in the social 
environment or the degree of exposure to the outside world. This issue will be more 
fully examined in the next and final empirical study of this thesis. 
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CHAPTER 8 
THE REPLICATION AND THE MEASUREMENT 
OF THE SRS OF CANCER AND THE VALUE OF 
STUDYING INDIVIDUAL DIFFERENCES 
INTRODUCTION 
This chapter poses the question "Is there justification for the notion that individual 
differences as well as social factors are influencing SRs of cancer?" The previous 
studies presented in this thesis suggest that individual differences do play a part in 
the way cancer is conceived. It is argued therefore that the exploration of individual 
differences should serve to enrich the theory of SRs and enhance the understanding of 
the development of conceptions of cancer. The questionnaire method was chosen for 
this final empirical chapter for two main reasons. First, it was felt that the information 
to be gathered lent itself to the tightly structured format of a questionnaire with little 
loss of content. Second, it was felt important to have access to the kinds of statistical 
techniques that are well tried, trusted and understood in the scientific community. 
In Chapter 7 a relatively reliable way of measuring the SRs of cancer was achieved 
using a questionnaire method. However, given the modest psychometric properties of 
two out of the four scales it was considered important to refine the measurement device 
in this chapter. It is also recognised that the relationship between the SRs of cancer and 
significant social factors (eg. experience of cancer) were not adequately explored so an 
attempt will be made to rectify this situation. The relationship between SRs of cancer 
and health behaviour will also be more fully examined. 
The purpose of the following study then, is five-fold. First, to confirm and refine the 
questionnaire measurement of Social Representations. Second, to examine shared rep-
resentations of cancer. Third, to examine the relationship between SRs of cancer and social 
factors. Fourth, to examine the relationship between SRs of cancer and health behaviour. 
Finally, to explore the role played by individual differences in understanding cancer. 
Method for the Two Studies 
Procedure and subjects 
The two questionnaires (see appendix 8.1) were distributed using a snowball sampling 
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technique, however, some effort was made to give the questionnaires to certain groups 
including the health care profession, fireman, and counsellors. The distribution of 
questionnaires was facilitated by appointed 'co-ordinators'. Each respondent was given 
a questionnaire with a covering letter briefly explaining the nature of the research 
project, and ensuring complete anonymity. Subjects were asked to return the completed 
questionnaire in the envelope provided, or give it to their coordinator to return. A total of 
510 questionnaires were returned giving a response rate of 57%. The data collection 
period required six months and was completed at the end of June 1996. 
Social representations questionnaire items and predictions 
The questionnaires l used in this study are a further development of the questionnaire used 
in Chapter 7. The items measuring the different facets of representations of cancer were 
refined to improve the psychometric properties of the measure. 
Feelings and associations with cancer 
The core of the questionnaire examines feelings and associations with cancer. This sec-
tion includes themes such as illness, restriction, symptoms, challenges associated with 
having cancer, treatability of cancer, risk factors associated with developing cancer, fac-
tors associated with the curability of cancer and the importance of screening. All items 
are measured on a 5-point Likert scale where 1 = Not at all and 5 = Very much. A num-
ber of new items were developed to expand the factors that were under represented in 
the earlier study. It is expected that the factors isolated in Chapter 7, Illness/Restriction, 
Symptom Focus, Challenge and Treatment will be identified in this chapter. 
Demographic/social details 
Age, sex, nationality and occupation 
These items were examined to establish the applicability of the findings to the general 
population, and to explore whether these social factors may be related to the SRs of cancer. 
Age was considered an important variable to examine as it was found to differentiate 
the shared representations of cancer found in Chapter 7. Sex of the respondents was 
also considered important, as women were found to score significantly greater than 
men on the Symptom Focus scale in Chapter 7. 
Degree of experience with cancer 
Degree of experience of cancer was examined by asking subjects to answer an open-ended 
question about the nature of their experience. The information was then coded into 3 
categories, minimal experience with cancer, personal experience with cancer and a high 
degree of contact with cancer. Subjects were also required to rate on a 5-point scale 
1. The two questionnaires were identical with the exception of the individual differences section. Questionnaire 1 me.su,'ed coping, HLOC and 
estrangement; whereas questionnaire 2 measured coping, hypochondriasis and EPQR (5 .. Appendix 8.1 and 8.2 respectively). Th,s was done so 
as not to overload the respondents with too many questions. 
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where 1 = No effect to 5 = Very much affected, the degree to which their experience of 
cancer had effected their attitudes towards it. Degree of experience of cancer was seen 
as an important social variable expected to show a relationship with the SRs of cancer 
held. For example, Berrenberg (1989) found that people with personal experience of 
cancer held the most positive attitudes towards cancer while those with familial experience 
held the most negative attitudes. 
Religious/Spiritual beliefs 
Subjects were asked (using a YeslNo answer format) if they would describe themselves as 
spiritual or religious. It was hypothesised that those subjects holding spiritual beliefs 
would have a more positive approach to cancer for two reasons. Firstly, spiritual people 
are encouraged not to worry about earthly matters and rather concern themselves with 
their spiritual development, in this way they may be more likely to deny concern about 
cancer. Secondly, they may be more positive about cancer because they are able to draw 
strength from their faith. 
Employment status 
Employment status was also recorded in a Yes/No answer format. It is expected that 
unemployed individuals would hold a more negative view of cancer due to the 'helplessness' 
that can arise out of unemployment and due to the fact they will be less likely to absorb 
information about cancer due to anxiety about money and coping with daily living. 
Occupation 
A coding for occupation was created by examining the occupation that was recorded. 
Four different groups were created, fire officers, health professionals, counsellors and 
'miscellaneous'. The latter group represent all the remaining occupations that did 
not fit into the earlier categories. These particular groups, that is fire officers, health 
professionals, and counsellors where chosen because of their ease of access as well as 
the hypothesis that the social environments of these individuals may influence the SRs 
of cancer held. It was tentatively hypothesised that the fire officers would be the most 
likely to deny their anxiety about cancer due to men not wanting to express their fears 
and emotions. It was also thought that the fire workers would be the most concerned 
about the restriction and illness associated with cancer because of the active nature of 
their work. Health professionals were hypothesised to have a negative perception of 
cancer due to their direct contact with people dying from cancer. Lastly, it was predicted 
that the counsellors would have a more positive approach towards cancer, viewing cancer 
as a challenge given the underlying philosophy of personal growth and development. 
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Educational level 
Educational level was recorded by asking subjects to tick the box that best reflected the 
level of education they had received. It was hypothesised that the more educated 
respondents would have a more positive representation of cancer compared to the less 
educated respondents. 
Marital status 
Marital status was explored by asking subjects to tick the box that best reflected their 
living arrangements. It was hypothesised that married (or co-habitating) respondents 
would report the most concern about cancer compared to single subjects given the 
findings from Chapter 7. That is, the shared representations of cancer were found to be 
anchored within philosophy of life. Therefore it is argued that married respondents 
having more responsibility (to their children andlor partners) than their unmarried 
counterparts will be more concerned with the negative consequences of having cancer. 
Individual differences measures 
In order to explore the role played by individual differences in SRs, 5 measures were 
incorporated into the questionnaires, the EPQR, estrangement scale, Health locus of 
control (HLOC), Hypochondriasis and Coping scale, all utilising a 5-point Likert scale. 
Eysenck's Personality Questionnaire Revised (EPQR) 
(Eysenck, Eysenck and Barrett, 1985) 
The EPQR measures 3 broad dimensions of personality however only the subscales 
Neuroticism and Extroversion were used given the well documented poor psychometric 
reliability of the Psychoticism scale and the need for brevity. These two scales contain 
in total 24 items. It was hypothesised that extroverts would be more likely to attend to 
their external environment (their central nervous system requiring more stimulation) 
compared to introverts, and therefore would be more knowledgeable and more positive 
about cancer given their awareness of the medical developments in the field. It was 
hypothesised that neurotics would be more anxious about cancer in comparison to 
more stable individuals. 
Estrangement Scale (Hammond 1988) 
This is an unpublished 30-item measure designed to tap 3 aspects of Estrangement 
including Existential (meaning), Social and Cultural (rule) estrangement. Existential 
estrangement assesses feelings of isolation from the self and life, while Social estrangement 
taps feelings of social isolation, Cultural estrangement assesses the impact of cultural 
and societal rules and values on the individual. The Estrangement tool was chosen 
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because it was thought to be a useful device for measuring the differences among people 
in terms of their relationship to the social environment. Given the findings in Chapter 7 
that the youngest group were not very concerned about the symptoms of cancer it was 
hypothesised that this group would be the most estranged. 
Health Locus of Control (Walston and Walston, 1981) 
This is an 18-item measure composed of three subscales, Power, Luck and Control. 
Power measures the belief that one's health is determined by powerful other people 
(eg. doctors and family). Luck measures the extent to which one believes that health and 
illness is a matter of fate. Control measures internality or the extent to which individuals 
believe that internal factors are responsible for their health or illness. The HLOC 
scale has already been used in Chapter 7. The control subscale (HLOC) proved useful in 
differentiating between different groups holding different shared representations of cancer. 
The 'mixed' group (characterised with a profile of positive and negative views about 
cancer but no concern about the symptoms associated with cancer) holding a significantly 
lower score on the Control sub-scale in comparison to the 'positive' group. 
Whitley Index of Hypochondriasis (WIH) (Polowski, 1978) 
This scale is made up of 14 items assessing hypochondriasis and anxiety about illness. 
It was therefore hypothesised that high scores on the Hypochondriasis scale would be 
related to levels of anxiety and negativity concerning cancer. 
Coping measure (Hammond, 1992) 
This measure consists of 29 items which assess different modes of coping with stress. 
The measure was considered an important measure of individual differences as it was 
thought that the way people conceptualise cancer would be related to the way they cope with 
everyday situations in their lives, be that avoidance or active participation in a problem. 
The measure used here was developed specifically for use with health care professionals. 
Beliefs about cancer 
Another section of the questionnaire explores beliefs about cancer that emerged in the 
qualitative methods, MCSP chapter and the metaphor procedure chapter. Subjects were 
asked if they perceived cancer to be a single entity or as many different types. Given 
previous findings, it was hypothesised that respondents viewing cancer as a single entity 
(as opposed to individuals viewing cancer as many different diseases) are more likely 
to view cancer negatively, not breaking cancer down into more avoidable and more 
treatable cancers. 
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Subjects were also asked whether they considered cancer to be an alien growth or a 
mutation of the body's own cells. It was hypothesised that those individuals perceiving 
cancer as an alien growth (ie. an enemy) would be more likely to have a negative view 
of cancer compared to those viewing it as a more natural process. This hypothesis was 
based on the findings from the metaphor study. 
Subjective knowledge about cancer 
Subjective knowledge about cancer was elicited by asking subjects to indicate on as-point 
scale where 1 = No knowledge to 5 = Expert knowledge, the amount of knowledge they 
thought they had about cancer. Knowledge of cancer was examined in order to assess 
whether shared representations held could be differentiated in terms of degree of 
knowledge held. 
Perceived susceptibility and controllability of cancer 
Perceived susceptibility and controllability of cancer was also elicited by asking 
subjects to rate their responses on a 5-point Likert scale measuring susceptibility and 
controllability respectively. It was hypothesised that the more in control individuals feel 
the more positive their perception of cancer. 
Health behaviours 
Lastly the health behaviours of the subjects were also explored, to examine the relationship 
between representations of cancer and health behaviour. Subjects were asked using a 
Yes/No answer format if they smoked or drank alcohol. They were also asked to record 
the number of cigarettes they had per day and the number of units of alcohol they 
consumed in a week. Regularity of exercise and the practice of breast self examination 
(BSE), testicular self examination (TSE) and cervical screening were recorded by asking 
subjects to tick the most suitable box. 
Health behaviour was further explored by asking subjects to respond to statements 
concerning the promotion of health (eg. eating a healthy diet and taking plenty of sleep), 
action taken when worrying about a symptom (eg. when I am worried about a symptom 
I go to the doctors straight away) and lastly barriers to health (eg. I am prevented from 
having a healthy lifestyle due to family commitments). In total 18 statements were used, 
5 examining health promoting behaviour, 7 exploring action when worrying about a 
symptom and 6 examining barriers to health behaviour. Subjects were asked to rate how 
true each statement was of them using a 5-point scale were 1 = Never to 5 = Always. Given 
the findings from Chapter 7, the questionnaire study, it was hypothesised that positive 
perceptions of cancer would be related to 'health promotion' orientated behaviours. 
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Analysis 
The analysis in Study 1 proceeded in 5 stages. First, the characteristics of the sample were 
examined to evaluate the degree to which the sample was representative. Secondly, the 
psychometric properties of the psychological measures used (to explore the relationship 
between individual differences and the representations of cancer) were examined using a 
reliability analysis. The next stage sought to measure and confirm the facets making up 
the representations of cancer elicited in the previous chapter (ie. Illness/Restriction, 
Symptom Focus, Challenge, and Treatment). The relationship among the facets and sig-
nificant social factors (ego education, experience of cancer, marital status), cancer-relat-
ed behaviours were then examined. 
Study 2 sought to examine types of cancer representations using cluster and discriminant 
analysis. The final stage in the investigation explored the relationship among health 
behaviour, social factors, individual differences and the shared representations identified 
using the cluster analytic technique. 
General Information about the Sample and Psychometric Properties 
of the Measures Used 
Analysis of the demographic data 
Of the 510 subjects that participated in the study 42% were men and 58% were women. 
The sample was an adult group ranging in age from 17 years to 77 with a median of 
32 years. Of the sample, 98% were Europeans and 6% had an Asian background. The 
majority of the sample (53 %) were skilled workers, and only 0.5% were unemployed. 
Just over 50% were married, and 58% lived in their own homes as opposed to rented 
accommodation. Nearly 50% of the sample were educated up to degree level. Of the 
sample, 8% were health care professionals (21 % men, and 79% women), 14% were fire 
officers (97% men, and 3% women), 9% were counsellors (6% men, 94% women), 
67.5% belonged to the miscellaneous group (33% men and 44% women). 
Health behaviour of the sample 
The health practices of the sample were examined asking questions covering smoking, 
drinking consumption, regularity of exercise and screening practices. Of the sample, 22 % 
reported that they smoked cigarettes ranging from 1 to 45 per day with a median of 9 and 
a standard deviation of 4. Eighty-three percent of the sample reported that they consumed 
alcohol ranging from 1 to 100 units a week with a median of 9 and a standard deviation 
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of 10.5 per week. Twenty-five percent reported that they rarely took exercise (ie. less than 
once a month). At the other end of the spectrum 20.5% claimed that they exercised 
more than three times a week. 
With regard to screening practices only 37.2% of men in this sample examined their 
testicles for abnormalities regularly (ie. once a month to every week). This figure is slightly 
higher for women with 44.6% examining their breasts regularly (once a month to once 
a week) for abnormalities. The figure for cervical screening is much higher with 60.3% 
of women reporting that they have a cervical smear every 3 years or more. 
Experience of cancer 
The degree of experience of cancer within the sample was varied. Just over 68 % of the 
sample reported that they had minimal experience with cancer or were only aware of a 
distant relative with cancer. Nearly 30% reported that they had a high degree of contact 
with cancer (eg. parent, child or other close relative with cancer) and 3.1 % reported that 
they had personally had cancer. 
Summary 
In summary, the sample was composed of an adult population with approximately equal 
numbers of each gender. The sample have a variety of occupations but a predominance 
of skilled persons. Just under a quarter of the subjects were smokers and the majority 
reported that they consumed alcohol. Overall these findings suggest that the sample 
approximates the general population with a leaning towards educated skilled workers. 
The level of exercise and participation in screening was also reflective of the general 
population. Lastly this sample is similar to the sample achieved in the previous study 
making the findings comparable. 
Psychometric properties of the recognised measures 
Having established that the sample approximates to a general population sample, the 
psychometric properties of the measures used to examine individual differences were 
explored. The psychological measures are the Eysenck Personality Questionnaire Revised, 
Whitley Index of Hypochondriasis, Estrangement Scale, and Health Locus of Control. 
The descriptive statistics for the scales used are reported in Table 8.1. 
It is clearly discernible from this Table that the internal consistencies for the Cultural 
Estrangement Scale is extremely weak, and as such will be omitted from further analyses. 
The factors Luck and Control within the Health Locus of Control measure are also weak 
but are argued to be useful for these research purposes (Guilford 1959). The Power subscale 
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on the other hand has a good reliability score. Similarly the reliabilities of the EPQR 
subscales on this sample are high with alpha coefficients of 0.87. 
Table 8.1 Psychometric properties of the recognised measures 
Scale i No. of : Mean : Std : Alpha 
i items 
EPQR 
Neuroticism ;11 29.13 8.26 0.87 
Extroversion 13 ! 43.69 8.57 0.87 
Estrangement 
Existential estrangement ' 10 : 22.26 6.10 0.80 
Social estrangement :11 : 27.07 5.39 0.71 
Cultural estrangement i 8 : 22.20 2.81 -0.22 
Total : 30 : 74.31 i 10.78 0.75 
Health Locus of Control 
Power 6 ! 22.99 4.13 0.74 
Luck 6 : 14.98 4.04 0.66 
Control 6 19.38 3.94 0.69 
Hypochondriasis : 14 : 30.22 8.52 0.82 
STUDY ONE: 
CONFIRMATORY MEASURING REPRESENTATIONS OF CANCER 
Results 
Measurement and interpretation of the cancer representations 
Identifying The Underlying Factor Structure 
The first stage in deriving the underlying factors of the representations of cancer is to 
run a series of factor analyses on the correlations among the items tapping feelings, 
associations and knowledge. As with the previous analyses in Chapter 7 the items were 
first checked for normality. Items Association 26 'I personally associate cancer with the 
early stages of development' and Cause 9 'I personally feel that the risk of developing 
cancer is increased by constantly being with people with cancer' and Feeling 11 
'I personally feel that cancer is not something to get worried about' were removed as 
they failed to meet the criteria for normality. 
A number of factor analyses were carried out for solutions of 3, 4 and 5 factors. Principal 
factor analysis were adopted using the oblique rotation program in SPSS. At this stage 
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the emphasis was upon identifying the items which showed low commonality with the item 
pool. A number of items were found to have consistently low commonalities and so were 
excluded from further analysis. Subsequent analysis was carried out on 48 items. Of all the 
factor analyses conducted the 5 factor solution allowed the most meaningful interpretation 
having simple structure. This solution captured 4 factors identified in the previous 
study which will be discussed later in this study, namely Illness/Restriction, Challenge, 
Symptom Focus, and Treatment. All items on each factor achieved loadings of 0.40 and 
above indicating a strong factor integrity. Table 8.2 illustrates the initial statistics of the 
factor analysis. The 5 factors account for 44.1 % of the total variance. 
Table 8.2 Initial statistics for the factors 
Factor 
1 
2 
3 
4 
5 
: Eigen 
~ value 
: 8.32 
! 4.05 
~ 3.68 
~ 2.94 
~ 2.16 
: Percentage: Cumulative 
. of variance: Percentage 
: 17.3 
8.4 
7.7 
6.1 
4.5 
I 
: 17.3 
: 25.8 
: 33.4 
: 39.6 
: 44.1 
The pattern matrix (see Table 8.3) is organised so that the heaviest loading items on 
each factor are reported first. All items which have a factor loading of greater than or 
equal to 0.40 have been highlighted. Based on the items that loaded highly on each of 
the factors, each factor was interpreted using the pattern matrix displayed in Table 8.3. 
Factor 1: Illness/Restriction 
The first factor closely resembles the 'Illness/Restriction' factor identified in the previous 
chapter, although there is an emphasis on restriction. The factor is empirically strong 
with item loadings exceeding 0.62. Examples of the items making up the factors are 'I 
personally associate cancer with a restricted lifestyle' and 'I personally associate cancer 
with having to give up work'. The factor was therefore labelled Illness/Restriction. 
Factor 2: Challenge 
The second factor resembles the 'challenge' factor found in the previous chapter with 
items such as 'I personally feel that cancer is one of life's challenges' and 'I personally feel 
that cancer takes you on a journey towards personal growth'. This factor is empirically 
strong with loadings ranging from 0.42 to 0.70. The factor is also interesting as all the 
items are 'feeling' based beginning with 'I personally feel that cancer ... ' which suggests 
we are tapping more than cognitive representations. This factor was labelled Challenge. 
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Table 8.3 Pattern matrix for the cancer items using oblimin rotation program 
Items : Factor 1 : Factor 2 : Factor 3 : Factor 4 • Factor 5 
Restriction 0.74 : -0.02 0.07 0.05 • 0.03 
Give up work 0.72 : 0.00 0.04 -0.05 : -0.01 
Shattered dreams 0.68 : 0.07 0.08 0.04 0.02 
Less control over life 0.68 : -0.07 0.05 0.12 0.08 
Pain killers 0.65 ~ 0.01 0.01 0.07 0.03 
Long term suffering 0.65 : -0.14 0.01 0.06 0.16 
Creeping poisoned ivy 0.64 
• 0.12 0.10 0.01 
-0.18 
Helplessness 0.62 : -0.02 0.12 -0.11 0.27 
Debilitation 0.61 : -0.00 0.07 0.03 0.19 
Challenge 0.12 0.70 0.03 • -0.11 : -0.07 
Personal growth : -0.03 0.67 0.08 : -0.04 • -0.07 
Fighting spirit : 0.00 0.66 -0.03 : 0.10 0.08 
Focuses the mind : -0.03 0.64 • 0.11 • -0.11 0.27 
Positive attitude : -0.06 0.61 ~ 0.01 • -0.00 -0.10 
Battle between mind and body : 0.24 0.57 : -0.04 0.07 0.01 
Realise important things : 0.14 0.56 : 0.01 -0.02 0.18 
Not the end of the world ~ -0.33 0.44 : 0.04 0.03 0.01 
Illness to be beaten • -0.20 0.44 : -0.02 0.18 0.08 
Positive experience 0.01 0.42 : -0.03 0.29 -0.26 
Persistent cough 0.04 0.07 0.80 : -0.14 ~ -0.05 
Persistent indigestion 0.04 0.06 0.78 : -0.07 : -0.11 
Changes in bowel/bladder habit 0.01 0.01 0.76 : 0.02 : -0.07 
Persistent tiredness 0.06 0.08 0.69 : -0.02 : -0.11 
Persistent headache 0.14 • -0.02 0.67 : 0.09 -0.24 
Unusual bleeding 0.02 : 0.03 0.66 ~ -0.00 0.08 
New mole : -0.06 : -0.07 0.58 0.05 0.05 
A sore : 0.15 • 0.10 0.55 -0.02 0.01 
A change in a mole : -0.11 : -0.08 0.48 0.24 0.35 
A lump ~ -0.11 : -0.13 0.45 0.19 0.32 
Formal screening increases cure 0.09 : 0.02 : -0.08 0.67 0.01 
Self examination increases cure 0.04 : 0.12 : 0.02 0.63 • -0.05 
Radiation treatment increases cure : 0.02 : -0.10 : -0.01 0.63 : -0.08 
Surgery increases cure : -0.04 : -0.10 : -0.08 0.60 0.16 
Sunbathing increases risk : -0.02 : -0.05 : 0.13 0.56 0.11 
Importance of self examination ~ -0.07 : 0.14 : -0.02 0.50 0.05 
Importance of cervical screening ~ -0.14 : 0.11 0.01 0.48 0.14 
Smoking increases risk 0.02 : -0.10 0.10 0.47 0.09 
Lifestyle increases cure 0.16 0.15 0.04 0.45 -0.25 
Pollutants increases risk 0.14 0.02 0.06 0.41 -0.10 
Anxiety 0.06 0.18 : -0.05 0.05 0.68 
Distress 0.08 0.04 0.09 0.13 0.65 
Serious 0.09 : -0.02 0.03 0.09 0.62 
Frightening 0.12 : 0.11 0.08 0.06 0.62 
Emotionally upsetting 0.27 : 0.11 0.01 0.02 0.58 
Threat to life 0.24 • -0.01 0.01 : 0.23 · 0.57 
Faith healing increases cure 0.23 0.21 : -0.05 : 0.12 : -0.48 
Hard to accept 0.39 0.05 0.02 : -0.04 0.47 
Sad and depressing 0.44 0.07 0.00 -0.03 0.47 
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Factor 3: Symptom Focus 
This factor is clearly a symptom focused factor, all items concerning the association of 
certain symptoms with cancer. The factor has loadings between 0.45 and 0.80. This factor 
is also consistent with the factor elicited in the earlier chapter and was therefore labelled 
Symptom Focus. 
Factor 4: Cancer Control 
This factor shows some similarity to the 'Treatment' factor found in the previous study 
with items relating to the cure of cancer. However it would appear here, that emphasis 
is also given to control over the development of cancer as well as its cure. For example 
'I personally associate the increase chance of cure from cancer with radiation treatment'. 
It could be argued that this factor is the same factor as measured in the previous study as 
the items making up the 'treatment' factor were few and with low internal consistency. 
Given the fact that this factor seems to be tapping elements of control and cure it 
seemed more appropriate to call this factor Cancer Control. 
Factor 5: Emotional Aspects 
The fifth factor is most definitely concerned with the negative emotional aspects of having 
cancer with items such as 'I personally feel that cancer brings considerable anxiety'. It was 
therefore labelled Emotional Aspects. 
These factors clearly show a reasonable similarity with the factor solution identified in 
the previous chapter. To further interpret the factors a factor correlation matrix was 
computed which is shown in Table 8.4. It is evident that there are a number of small but 
statistically significant correlations between the cancer scales which is expected given 
the conceptual overlap of the factors. The Illness/Restriction factor correlated with 
both the Symptom Focus factor and the Emotional Aspects factor. The Challenge factor 
correlated with the Cancer Control factor. The inter-correlations are unsurprising and 
make intuitive sense. However what was particularly interesting was the Cancer Control 
factor proved to be significantly correlated with the Symptom Focus factor and the 
Emotional Aspects factor. This suggests that the Cancer Control factor is not restricted 
to the cures and risks associated with cancer but is concerned with the emotional anxiety 
surrounding the threat of cancer. It is argued that these results do not cast doubt on the 
independence of these scales due to the small sizes of the correlations. In summary these 
findings replicate the factors identified in Chapter 7. It now remains to operationalise 
the items into scales and assess their internal consistency. 
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Table 8.4 Factor correlation matrix 
Factors 
Factor 1 
Factor 2 
Factor 3 
Factor 4 
Factor 5 
Factor 1 : Factor 2 ~ Factor 3 
1.00 
0.09 
0.22 
0.12 
0.18 
Psychometric properties of the cancer scales 
Factor 4 Factor 5 
1.00 
The factors identified were operationalised into scales to enable the facets of the 
representations of cancer to be compared with external variables, including cancer 
beliefs, social variables, health behaviour and individual differences. A reliability analysis 
was conducted to examine the internal consistency of the items making up the scales. 
Table 8.5 shows the descriptive statistics for the scales. All the reliabilities proved to be 
highly reliable all exceeding alpha co-efficients of 0.75. This serves to vindicate use of 
the results of Chapter 7 for refining and developing the scales. 
Table 8.5 Descriptive statistics of the cancer scales 
Scale No. of Mean Std Alpha 
items 
Illness/Restriction 9 : 27.52 7.45 : 0.88 
Challenge 10 : 35.11 6.86 0.79 
Cancer Control 10 ·40.49 5.19 0.75 
Symptom Focus 10 27.47 7.77 0.85 
Emotional Aspects 8 34.07 4.96 0.84 
Representations of cancer and cancer beliefs 
First we explored whether holding certain beliefs about cancer related to scores on the 
cancer scales. Subjects were asked whether they perceived a) cancer to be a single entity 
or made up of many different types of cancer. b) cancer to be an alien or a mutation of the 
body's cells? The results are shown in Table 8.6. With regard to cancer being viewed as 
a single entity the only significant differences were found on the Cancer Control scale 
and the Emotional Aspects scale. Respondents who perceived cancer as many different 
diseases scored significantly higher on the Cancer Control scale compared to subjects 
who saw it as a single entity. Respondents who perceived cancer as a single entity scored 
significantly higher on the Emotional Aspects scale, although this was not wholly 
significant. This is consistent with our prediction that respondents perceiving cancer as 
a single entity would be less positive about cancer. The probable reason for this is that 
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breaking cancer down into different types provides a sense of control, and may reduce 
the emotional feelings associated with cancer. Alternatively respondents who perceived 
cancer as a single entity may not break cancer down because of the anxiety it evokes. 
With regard to cancer being perceived as an alien or a mutation of the body's cells no 
significant differences were found. 
Table 8.6 t-tests: Cancer representations and cancer beliefs 
Scale : ~ingle Many Alien 
x x: t x: 
Mutation 
x: t 
Illness/Restriction : 27.76 27.40 0.38 28.13 27.47 0.67 
(7.37) (7.59) (7.99) (7.48) 
Challenge : 34.71 35.04 0.38 : 33.92 35.16 1.43 
(6.63) (6.86) (6.73) (6.86) 
Cancer Control i 39.09 40.72 2.51 ** : 40.68 40.44 0.37 
(5.47) (5.14) (4.97) (5.28) 
Symptom Focus 26.23 27.47 1.30 i 27.52 27.31 0.21 
(7.15) (7.90) (7.05) (7.87) 
Emotional Aspects : 35.01 33.89 1.86* i 34.30 34.02 0.43 
(4.87) (4.94) (5.10) (5.01) 
Note: p<O.05* p<O.Ol** 
Representations of cancer and social variables 
This section reports the relationship between cancer representations and significant social 
factors (ie. sex, religion, marital status, occupational affiliation, educational level, and 
experience with cancer). This was investigated using t-tests and one way analysis of 
variance. The results are shown in Table 8.7a, 8.7b, 8.8,8.9. 
Cancer representations by sex 
The sex of a subject did effect ratings on the Cancer scales although significant differences 
were not found on the Symptom Focus Scale which was against expectations. Rather (see 
Table 8.7a) the significant differences were found on the Challenge and Cancer Control scale, 
with women scoring significantly higher than men on both scales. This suggests that women 
are more positive and feel more in control over cancer. However, the reason for these 
findings may be due to the fact that a percentage of the women in the sample are counsellors 
who are concerned with personal development, personal growth and empowerment. 
However it may also reflect the fact that women have more screening options creating a 
sense of control over cancer. 
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Cancer representations by spirituality/religiosity 
With regard to spirituality/religiosity, Table 8.7a shows that those who considered 
themselves as spiritual scored significantly higher on the Challenge scale and significantly 
less on the Emotional Aspects scale in comparison to non-religious subjects. This is 
congruent with the prediction that the spiritual category have a more optimistic 
orientation towards cancer which may be explained by their faith. Religious people are 
encouraged not to worry about earthly matters which may result in them denying their 
concern about cancer. Alternatively the apparent lack of anxiety about cancer could be 
explained by the strength that can be gained through having a faith. 
Table 8.7a t-tests: Facets of cancer representations by sex and spirituality 
Sex Spirituality 
Male Female Spiritual ~ Non-spiritual' 
Scale Mean Mean t Mean Mean t 
: 
Iliness/Restriction 27.93 27.26 0.94 27.27 27.74 0.66 
(7.48) (7.60) (7.30) (7.58) 
Challenge 33.93 35.76 2.89* 35.99 34.44 2.41 ** 
(6.92) (6.67) (7.00) (6.66) 
Cancer Control 39.95 40.89 1.96* 40.51 40.53 0.06 
(5.22) (5.18) (5.38) (5.06) 
Symptom Focus 26.88 27.64 1.08 27.24 27.40 0.22 
(7.70) (7.78) (8.14) (7.50) 
Emotional Aspects 33.87 34.21 0.74 33.36 34.54 2.44** 
(4.91) (5.02) (5.54) (5.51) 
Note: p<O.05* p<O.OI ** 
Cancer representations by marital status 
Table 8.7b suggests that marital status (or living as married) has quite a strong influence 
on the representations of cancer held. Significant differences were found between subjects 
who co-habited and those who did not on all the Cancer scales except the Cancer Control 
scale. Respondents 'living as married' scored significantly higher on all the scales compared 
to respondents who do not co-habit. The reasons for these findings shall be discussed 
by looking at each scale at a time. The fact that married subjects scored significantly 
higher on the Illness/Restriction score may reflect the fact that they feel cancer seriously 
prevents them from meeting their responsibilities (eg. to their children). This notion is 
substantiated by the high score on the challenge scale which may reflect the need to 
overcome cancer and not 'give in' (or deny the consequences of having cancer) if they 
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are to fulfil their responsibilities. The high scores on the Symptom Focus score and the 
Emotional Aspects scale again reflects the anxiety about the consequences of having 
cancer on the family. 
Table 8.7b t-tests: Facets of cancer representations by maritial status 
Scale 
IIlness/Restriction 
Challenge 
Cancer Control 
Symptom Focus 
Emotiona I Aspects 
Note: p<O.05* p<O.Ol ** 
Maritial status 
: Co- Not co-
i habitating i habitating i 
: . : 
~ Mean : Mean : t 
: 28.99 
(7.56) 
: 36.14 
: (6.84) 
: 40.54 
: (5.02) 
: 28.54 
(8.22) 
: 34.64 
(4.92) 
: 25.84 : 4.52** 
: (7.21) 
i 33.73 3.87** 
: (6.63) 
i 40.48 : 0.12 
: (5.41) 
: 25.41 : 3.83** 
: (6.96) 
: 33.43 : 2.72** 
(4.96) 
Cancer representations by occupation 
Respondents were divided into specific groups according to their occupation, that is 
one of four categories: health professional, fire officer, counsellor and miscellaneous. 
Table 8.8 shows the results of the one way analysis of variance. 
Table 8.8 Anovas: Cancer representations by occupation 
Scales Group 1 : Group 2 : Group 3 Group 4 F 
Health i Fire Counsellor Misc-
Professional! Officer ellaneous 
III ness/Restriction 25.71 30.10 i 27.78 27.19 3.72* 
Challenge 35.41 35.08 : 38.35 34.39 4.67** 
Cancer Control 40.87 40.43 : 39.49 40.68 0.75 
Symptom Focus 29.86 28.49 : 27.87 26.77 2.55 
Emotional Aspects 32.66 36.00 : 33.77 33.85 5.19** 
Note: p<0.05* p<O.Ol** 
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The fire officers scored the highest on the Illness/Restriction scale and significantly higher 
than the health professionals and the 'miscellaneous' group. This concurs with the prediction 
and probably reflects the fact that the fire officers have a very active job and therefore are 
more concerned about the debilitating affects that an illness like cancer can bring. Also as 
predicted the counsellors scored the highest on the Challenge scale and were found to be 
scoring significantly higher than the 'miscellaneous' group which reflects the counsellors 
underlying philosophy of personal growth and development. Against expectations was 
the finding that the fire officers scored the highest on the Emotional Aspects scale. It was 
hypothesised that this group mainly being men would deny their anxiety. A possible 
explanation for this finding is that fire officers work within a job with a strong community 
spirit (eg. they raise money for fire officers' children with leukaemia) which may account 
for their sensitivity towards the emotional consequences of having cancer. 
Cancer representations by educational level 
The educational level also seemed to relate to the cancer representations held. The sample 
were divided into 3 categories, the school educated group, the degree educated group 
and the professional training group (this group contained mostly nurses) which allowed 
the relationship between educational level the representations of cancer to be explored. 
From Table 8.9 it is apparent that the school group associated cancer more with Illness/ 
Restriction in comparison to the degree educated group, which is in line with our pre-
diction. A possible explanation for this is that the least educated are more likely to have 
more activity orientated jobs and therefore are more sensitive to cancer as a threat to 
their ability to work. 
Table 8.9 Anovas: Cancer representations by educational level 
Educated Educated Pro- F 
to age to degree fessional 
Scale 16-18 level training 
i ! 
III ness/Restriction 30.21 25.36 26.49 7.74** 
Challenge 36.44 36.94 33.84 5.36** 
Cancer Control 40.27 40.56 41.06 0.79 
Symptom Focus 27.98 26.36 29.10 2.79 
Emotional Aspects 34.53 33.80 33.74 2.35 
Note: p<O.05* p<O.Ol** 
The degree educated group in contrast scored the highest on the Challenge scale, and 
significantly higher than the professional group. The school educated group though scored 
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significantly higher than the professional training group. A possible explanation for this is 
that the professional group are largely made up of nurses who have probably witnessed the 
consequences of having cancer, and therefore are less likely to view cancer as a challenge 
as it frequently results in death on the wards. In contrast the degree educated group 
may question less the dominant media messages such as' the battle against cancer'. 
Cancer representations and experience of cancer 
The degree of experience with cancer also seems to be related to the way cancer is 
conceptualised. The sample was divided into 3 groups, the minimal experience group, 
the personal experience group and the high degree of contact group. 
From Table 8.10 it is clear that significant differences between the groups were found on 
the Illness/Restriction scale, the Challenge scale and the Emotional Aspects scale. With 
regard to the Illness/Restriction scale and the Emotional Aspects scale, the high contact 
group scored significantly higher than both the personal contact group and the minimum 
contact group. The minimum contact group also scored significantly higher than the 
personal contact group which is consistent with the predictions made. The finding could 
be explained by the fact that the high contact group have witnessed the debilitation and 
the helplessness of the cancer sufferer or alternatively they have projected these feelings onto 
the person with cancer. The fact that the personal experience group scored the lowest on 
this Illness/Restriction scale may reflect the fact that these people are living and coping with 
cancer or have had cancer in the past and are not focusing on the debilitating effect of the 
illness. Also consistent with predictions is the finding that the personal contact group scored 
the highest on the challenge scale and significantly higher than both the minimum contact 
group and the high contact group. Berrenberg's (1989) findings were also supported by 
the finding that the high contact group scored the highest on the Emotional Aspects scale 
and significantly higher than the personal and the minimum contact group. 
Table B.10 Anovas: Cancer representations by cancer experience 
Group 1 Group 2 : Group 3 :F 
Minimal Personal : High 
experience (self) : contact 
Scale experience : with cancer 
Illness/Restriction 26.95 19.23 : 29.61 13.68** 
Challenge 34.31 40.47 : 35.90 7.77** 
Cancer Control 40.54 40.67 ! 40.68 0.34 
Symptom Focus 26.77 29.07 ! 28.27 2.20 
Emotional Aspects 33.65 31.13 35.61 10.51** 
Note: p<O.05* p<O.Ol** 
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Cancer representations and health behaviour 
The next stage of this study explores the relationship between cancer representations 
and health behaviours (see Table 8.11). 
Unsurprisingly non-smokers scored significantly higher on the Cancer Control scale in 
comparison to smokers. This suggests that non-smokers feel they are more able to 
control the development of cancer. However no other significant differences on the 
other scales were observed. 
With regard to alcohol consumption (see Table 8.11) drinkers and non-drinkers 
significantly differed on scores on the Symptom Focus scale, with non-drinkers scoring 
the highest. A possible explanation for this is that non drinkers are more concerned and 
aware of their health in comparison to drinkers. Drinkers scored significantly higher on 
the Emotional Aspects scale compared to non-drinkers which may be explained by the 
fact that non-drinkers are more likely to be more controlled individuals. 
Table 8.11 t-tests: Cancer representations by smoking and drinking behaviour 
Scale Smoking behaviour Drinking behaviour 
Smoker Non- Drinker Non 
Smoker Drinker 
Mean Mean t Mean Mean t 
IIlness/Restriction 27.13 27.67 0.64 27.33 28.73 1.43 
(7.67) (7.49) (7.50) (7.61) 
Challenge 35.00 35.00 0.00 34.80 36.11 1.52 
(6.35) (6.98) (6.74) (7.28) 
Cancer Control 39.50 40.78 2.22* 40.60 39.97 0.80 
(5.55) (5.09) (4.95) (6.44) 
Symptom Focus 26.59 27.55 1.13 26.94 29.41 2.60** 
(7.75) (7.73) (7.62) (8.03) 
Emotional Aspects 34.02 34.98 0.13 34.49 31.81 3.45** 
(4.98) (0.26) (4.48) (6.60) 
Note: p<O.05* p<O.Ol ** 
The differences in representations of cancer held and the practice of cervical screening 
was explored, the results of which are displayed in Table 8.12. Women were split up into 
4 groups the non compliant group (women who had never had a cervical smear), the 
reticent group (screened every 4-5 years), the compliant group (screened every 3 years) 
131 
and the enthusiastic group (screened every year). The groups differed significantly on 
both the Cancer Control scale and the Challenge scale. 
The compliant group (3 years) scored significantly higher on the Cancer Control scale 
compared to the non-compliant group (those who had never screened). This is expected 
in the sense that individuals who are more concerned about controlling cancer (eg. ways 
of reducing risk), are similarly more likely to regularly have a cervical smear. With regard 
to the Challenge scale the non-compliant group scored the lowest and significantly lower 
than the enthusiastic group. A possible explanation for this is that the non-compliant 
group do not see cancer as something that can be overcome and therefore do not 
consider it worthwhile to have regular cervical smears, or perhaps they do not feel they 
are at risk from cancer. 
Table 8.12 Anovas: Cancer representations by cervical screening behaviour 
: Non- : 4-5 yrs i 3 yrs : 1yr iF 
Scales : Compliant 
Illness/Restriction i 28.33 : 28.07 : 26.84 : 26.59 i 0.65 
Challenge : 33.40 : 38.53 : 35.62 : 37.64 : 5.07** 
Cancer Control : 38.96 : 40.55 : 41.54 : 40.41 3.12* 
Symptom Focus : 26.23 : 28.46 : 27.70 : 26.41 : 0.67 
Emotional Aspects i 35.06 
.33.00 i 34.57 i 34.11 i 1.33 
Note: p<O.05* p<O.Ol** 
The relationship between representations of cancer held and the practice of self-
examination was also explored (see Table 8.13). With regard to the practice of testicular 
self-examination (TSE), 3 categories were created, the non compliant group, the compliant 
group and the enthusiastic group. The only significant difference across the groups was 
found on the Illness/Restriction scale. The enthusiastic group scored significantly higher 
than the compliant group and the non-compliant group. It would seem that the belief 
in the Illness/Restriction surrounding cancer may stimulate the overly enthusiastic 
participation in TSE. 
With regard to the practice of breast self-examination (BSE) 3 categories were created, 
the non-compliant group, compliant group and the enthusiastic group. Significant 
differences across the groups were found on the Cancer Control scale and the Challenge 
scale. The enthusiastic group scored significantly higher than the non-compliant group on 
the Cancer Control scale and the Challenge scale suggesting that low levels of perceived 
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control result in the failure to practice BSE. This makes intuitive sense if we consider 
that the compliant group scored in the middle of the enthusiastic and non compliant 
group. It is interesting to note here the differences between the sexes in terms of what 
factors seem to be related to self-examination. Men seem to act due to the concern over 
illness and restriction whereas women seem to act if they feel they have control over the 
consequences of the disease. However it is appreciated that there are many mediating 
factors responsible for health behaviour but this finding is nevertheless interesting as it 
suggests the need to disseminate cancer information differently to men and women. 
Table 8.13 Anovas: Cancer representations by TSE and BSE 
Males Females 
: Non- i Enthus- iNon- Enthus-
Scale i compliant i Compliant! iastic i compliant: Complianf iastic F 
IIlness/Restriction :27.90 :26.15 132.52 ).39** )27.60 )26.59 )30.62 
Challenge '33.71 i34.31 :34.48 iO.21 )33.75 i36.14 )40.86 
Cancer Control :39.67 :40.58 )40.82 )9.27 )39.65 )41.22 '42.74 
Symptom Focus )25.98 :26.84 )29.20 )2.04 )25.88 :28.26 129.09 
Emotional Aspects )33.59 )33.92 :35.24 :1.28 )33.75 '34.19 )36.00 
Note: p<O.05* p<O.Ol ** 
Correlational analysis of cancer scales with beliefs, individual differences 
and health behaviour. 
2.79 
11.09** 
4.21* 
3.16 
1.82 
A Correlational analysis was run on the Cancer scales, between social variables, individual 
differences and health behaviour (displayed in Table 8.14). Table 8.14: Correlational 
analysis: Cancer scales, beliefs, personality and health behaviour 
Correlations among the cancer scales 
The inter-correlations between the Cancer scales were as expected. However it is 
interesting to note that the Cancer Control scale proved to be significantly correlated with 
the Illness/Restriction scale, the Symptom Focus scale and the Emotional Aspects scale. 
This suggests that the Cancer Control scale is not restricted to the cures and risks but is 
also concerned with how to cope with the consequences of the disease. However it is 
emphasised that the correlations were small so the focus of the scale is still related to 
the control over curing and preventing the disease. 
Correlations between the cancer scales and cancer beliefs 
The significant correlations between the Cancer scales and the external variables gave 
133 
a certain concurrent validity to the meaning of the scales. For example the Cancer Control 
scale proved to be significantly positively related to controllability, avoidability, 
seriousness, and death. High scores on the Cancer Control scale were related to feeling 
in control over the disease but at the same time acknowledging that it is a serious life 
threatening illness. 
The Illness/Restriction scale proved to be negatively correlated with knowledge, 
controllability and curability, and positively correlated with death. High scores on the 
Illness/Restriction scale are associated with a fatalistic approach to cancer and little 
knowledge of the disease. The Symptom Focus scale proved to be positively correlated 
with susceptibility, seriousness, death, and negatively correlated with controllability and 
curability. High scores on the Symptom Focus scale are clearly associated with feeling 
susceptible to the disease and having a fatalistic approach to the chances of cure which 
suggests that this scale may be measuring some form of hypochondriasis. The Challenge 
scale proved to be positively correlated with controllability, avoidability and curability. 
High scores on the challenge scale are related to feelings of empowerment and a positive 
approach to the disease. The Emotional Aspects scale proved to be negatively correlated 
with controllability, and positively correlated with seriousness and death. High scores 
on the Emotional Aspects scale seem to be related to feelings of helplessness and a lack 
of control over the disease. 
Correlations between the cancer scales and individual differences 
The significant correlations between the Cancer scales and the individual differences 
measures also provides a concurrent validity to the scales. The fact that there is 
discrimination in the correlations also provides evidence of the conceptual independence 
of the cancer scales. The Cancer Control scale positively correlated with Control, Power 
and Extroversion which suggests that internally driven individuals who believe in the 
medical profession are more likely to feel in control over cancer. 
The Illness/Restriction scale predictably proved to be positively correlated with 
Neuroticism, Extroversion, Hypochondriasis and an external Health Locus of control 
(ie Power and Luck). It is interesting to note however that this scale was also related to 
believing in the function of powerful others (eg. doctors) in overcoming illness. Overall 
this suggests that worriers and individuals with an External Health Locus of Control 
are more likely to have a fatalistic approach to cancer. The Symptom Focus scale was 
significantly correlated with Hypochondriasis which suggests that hypochondriasis 
may lead to the monitoring of symptoms associated with cancer. Also correlated with 
the Symptom Focus scale is the belief in powerful others (eg. medical profession) and a 
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lack of control over health which suggests that individuals who do not feel in control 
over their health are more likely to worry about the symptoms associated with cancer. 
The Challenge scale proved to be significantly correlated with Extroversion and 
Control suggesting that externally driven individuals are more likely to have a positive 
approach to cancer. Again predictable were the correlations between the Emotional 
Aspects scale and the external variables. 
Correlations between the cancer scales and health behaviours 
With regard to health promotion type behaviours a number of significant correlations 
were evident. In particular the Cancer Control scale proved to positively correlated 
with a number of health promoting behaviours (eating a healthy diet, taking relaxation, 
taking plenty of sleep, and regular exercise) which is not surprising given the fact that 
individuals who score highly on this scale seem to be internally driven individuals. Also 
of interest is the fact that the Challenge scale proved to be related to eating a healthy 
diet and alternative health practices which again is not surprising given the fact that 
implicit in the Challenge scale is the notion of empowerment. 
With regard to responses to a symptom it is interesting to note that the Cancer Control 
scale was related to visiting the doctor, seeking advice from friends and family, looking 
in books and other literature, and not forgetting about it which is consistent with 
the inherent element of control within this scale. The Challenge scale was related 
to seeking alternative medicine which again is consistent with the implicit notion of 
empowerment within this scale. The Symptom Focus scale was related to visiting the 
doctor and looking in books and other literature which again is consistent with the 
view that this scale is tapping a high degree of hypochondriasis. It is important to 
emphasise that this scale had the highest correlate when seeking the doctor when 
noticing a symptom. The Emotional Aspects scale was related to not seeking alternative 
medicine, and getting medication from over the counter which suggests that individuals 
scoring high on this scale believe more in conventional medical treatments. The belief 
in conventional treatments also seems evident for individuals who score highly on the 
Illness/Restriction scale. 
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Table 8.14 Correlations among the cancer scales, and between them, and personality scales 
and health behaviours 
I II nesS/ Cancer Symptom Challenge Emotional 
Scale Restriction Control Focus Aspects 
Cancer scales 
Illness/Restriction 1.00 
Cancer Control 0.21 ** 
Symptom Focus 0.35** 
Challenge 0.11 * 
Emotional Aspects 0.52** 1.00 
Knowledge 
-0.13* 0.09 0.01 
Susceptibility 0.07 0.21 ** 0.14* 
Controlability 
-0.16* -0.9* -0.13* 
Avoidability 
-0.05 -0.07 -0.06 
Seriousness 0.25** 0.12* 0.63** 
Curability 
-0.30** -0.10* -0.09 
Death 0.57** 0.22** 0.46** 
Age 0.17** 0.15* 0.03 
EPQR 
Neuroticism 0.16* 0.03 0.18* 
Extroversion 0.17** 0.11 0.16* 
HLOC 
Power 0.28** 0.28** 0.13* 
Luck 0.24** 0.13* 
Control 0.15* 0.03 
Hypochondriasis 0.25** 0.13* 
Health behaviour 
Healthy diet 0.06 0.03 
Relaxation 0.03 -0.04 
Sleep 0.09 0.04 
Alternative health -0.02 -0.20** 
Exercise 0.03 0.10* 0.07 
Symptom behaviour 
Visit doctor 0.11 * 0.13* 0.02 
Seek advice 0.03 0.15** 0.08 
Books and literature 0.03 0.16** 0.06 
Forget about it 0.01 -0.13* -0.00 
Wait and see -0.03 -0.06 -0.03 
Seek alternative medicines 0.06 -0.03 -0.15** 
Medication from over the counter 0.10* 0.04 0.11 * 
Note: p<O.05* p<O.Ol ** 
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Discussion 
Five factors were isolated, Illness/Restriction, Challenge, Symptom Focus, Cancer Control, 
and Emotional Aspects in this study. It is interesting to note here that there is some 
overlap with Leventhal's illness representations. Leventhal's components being concrete 
symptoms, typical cause, temporal course, and expected consequences. It is also 
emphasised that these factors have a high degree of emotional content although the 
intensity of the emotion and the imagery created is less than that achieved using the 
metaphor procedure. The factors were operationalised into scales and proved to be highly 
reliable with values in excess of 0.75, making them sound measurement tools. These 
scales have been termed 'Representations of cancer' scales although it is fully appreciated 
that such simple scale scores do not reflect the full complexity of SR conceptualisation. 
Nevertheless the factors that underlie these scales were generated from a constellation 
of beliefs, attitudes, feelings, and knowledge which define the representation domain in 
question. The fact that we are working here with an empirically derived set of constructs 
simply serves to provide a summary of the representation. The more complex shared 
representations are the focus of the next study. 
The findings in this study suggested that cancer representations are related to external 
beliefs about cancer, social variables, health behaviour as well as individual differences. 
The scores on the cancer scales proved to be related to whether cancer was perceived 
as a single entity or many different types of cancers. Basically it seems that if cancer is 
broken down into a range of different diseases (rather than being perceived as a single 
entity) cancer is perceived as more controllable (ie. high scores on the Cancer Control 
scale) and less emotionally arousing (ie. high scores on the Emotional Aspects scale). 
Health educators then should emphasise the differences between different cancers (eg. 
in terms of life threat and treatability) rather than presenting cancer as a single disease. 
The findings suggest that SRs of cancer are integrally related to significant social 
variables. SRs of cancer seem to be anchored within an overall 'outlook' on life in other 
words lifestyle approaches (see Pill and Stott, 1982; Ory et ai, 1994). For example 
spiritual/religious individuals were found to have a positive orientation towards cancer 
which is arguably indicative of the beliefs and ideas shared by spiritual and religious 
communities. That is, they hold the view that earthly troubles (eg. cancer) should not be 
worried about and that difficulties can be overcome by drawing from their faith. These 
beliefs may increase the need to 'stand up' to the challenge of cancer, reduce the anxiety 
associated with it and possible encourage denial about the consequences of having cancer. 
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Marital status also seemed to have a profound influence on the representations of cancer 
held. Married respondents simultaneously held the most negative (ie. higher scores on 
the Illness/Restriction scale, the Symptom Focus scale, and the Emotional Aspects scale) 
and the most positive (ie. higher on the Challenge scale) views about cancer. This finding 
reflects the fact that SRs of cancer are influenced by what individuals perceive to be 
important in their lives. It was argued that married subjects took this approach to 
cancer because they would worry about the consequences of cancer on their family, but 
simultaneously felt that they would have to take up the challenge against cancer for the 
sake of their family. 
The notion that conceptions of cancer are embedded in lifestyle was also supported by the 
conceptualisations of cancer across occupational and educational groups. This may finding 
may explain why the less educated seem to be the least knowledgeable about cancer and 
cancer screening procedures (eg. Loehrer et ai, 1993; Chavez et ai, 1995) focusing their 
attention on getting on with life in the short term rather than thinking how to improve 
life expectancy. 
Experience of cancer also seems to influence the representations of cancer held. Most 
notably it seems that a negative approach to cancer is related to a high degree of contact 
with cancer, whereas a positive approach seems to be linked to having had personal 
experience of cancer. This research raises the importance of direct experience with cancer 
in influencing beliefs as well as drawing attention to the need for providing adequate 
health information and counselling for people who have had close relatives effected by 
cancer. It is possible that negative experiences of a single cancer are compounded by the 
media resulting in a negative perception of all cancers. It is also noted that this work 
testifies to the power of the media in transmitting conceptualisations about cancer 
including the view that cancer equals death and the objectification of cancer as an enemy 
which is implicit in the Challenge factor. 
The representations of cancer held also proved to be significantly related to health 
behaviour. The Cancer Control scale proved to be positively correlated with a range of 
health promoting behaviours, as well as health behaviours related to responding to a 
symptom, which suggests that control seems to playa central role in taking positive health 
action. The Challenge scale was significantly related to the practice of alternative health 
behaviours which suggests that viewing cancer within a 'challenge' framework leads to an 
involvement in alternative therapies (eg. massage, aromatherapy). The Symptom Focus 
scale was the most strongly correlated with visiting the doctor and looking in books and 
other literature in response to a symptom suggesting that hypochondriasis leads to 
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symptom governed behaviour. However the fact that this was not the only scale that 
correlated with seeking the doctor provides evidence for the fact that there exists a 
number of determinants to behaviour and it is not sufficient to consider one variable but 
the interactive nature of a number of variables. Interestingly the Emotional Aspects scale 
was related to getting medication from over the counter rather than seeking alternative 
treatment which suggests that individuals perceiving cancer as a very emotionally arousing 
illness believe in conventional treatments rather than alternative remedies. 
Lastly it is apparent that the representations of cancer seem to be integrally related to 
psychological variables. Most notably the Cancer Control scale was significantly related 
to an Internal Health Locus of Control and a belief in the power of medical professionals. 
Similarly high scores on the Challenge scale were related to an Internal Health Locus of 
Control. However there also seems to be some suggestion of denial about the emotional 
consequences of cancer in the Challenge scale. In contrast individuals scoring highly on the 
Illness/Restriction scale seem to have an External Health Locus of Control with neurotic 
tendencies. This latter finding is interesting combined with the finding that individuals who 
have reported a high degree of contact with cancer are also more likely to score highly 
on the Illness/Restriction scale. It is possible that their experience has resulted in more 
neurosis which is in keeping with SR theory, that social factors influence personality 
traits. The Symptom Focus scale was also found to be significantly correlated with 
hypochondriasis which may be responsible for the monitoring of symptoms associated 
with cancer. In summary the findings in this study suggest that both individual differences 
and social variables seem to be influencing the SRs held. Given these findings it is 
interesting to turn to the more complex shared representations of cancer and their 
relationship to individual differences. Having examined the facets of the representations 
of cancer it now remains to examine whether shared representations of cancer exist. 
STUDY TWO: 
TYPES OF REPRESENTATIONS OF CANCER 
Analysis 
The purpose of this study is to examine the shared representations of cancer and examine 
their relationship to health behaviour and individual differences. A cluster analysis was 
first conducted to isolate the groups of people in terms of their responses to items in 
the questionnaire. This was followed by a discriminant analysis in order to identify the 
functions that significantly differentiate between the groups and hence interpret the nature 
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of each shared representation. Further interpretation of the shared representations were 
conducted by exploring how the people in the different groups differed on the Cancer scales 
identified in the previous study (Illness/Restriction, Challenge, Symptom Focus, Cancer 
Control and Emotional Aspects) and scores on certain beliefs about cancer. The nature of 
the shared representations and their relationship to health behaviour was then examined. 
The effect of cancer experience on shared representations was then explored. Lastly the 
relationship between shared representations and individual differences was explored. 
Results 
Identifying and interpreting the shared representations of cancer 
Cluster analysis 
The associations and feelings about cancer variables, with the exception of 3 items with 
non-normal distributions were used in this study to see whether it was possible to 
meaningfully isolate groups of people according to their responses to these items, and 
thereby access shared representations of cancer. A total of 78 items were used in the 
analysis. A cluster analysis was conducted using a partition method employing the K-means 
algorithm. As a result of the cluster analysis 3 groups were isolated according to their 
profile homogeneity on the items. Table 8.15 shows the number of people in each group. 
A similar strategy was employed here as in Chapter 7. 
Table S.lS Number of individuals in each cluster 
Cluster No. of 
cases 
1 167.0 
2 63.0 
3 167.0 
Total 397.0 
Discriminant analysis 
The nature of the shared representations were then examined by employing a discriminant 
analysis. The discriminant analysis yielded 2 meaningful functions that significantly 
differentiated the groups at p<O.01. The structure matrix displayed in Table 8.16 shows 
these 2 functions and their corresponding statistically significant items, together with 
their function weight. By examining the function weights of the items that load heavily 
on each function it was possible to gain a global impression of their meaning. 
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Table 8.16 Cancer items: Structure matrix 
Items ~ Function 1 ~ l . Function 2 
Shattered dreams 0.40* 0.10 
Restriction 0.37* -0.03 
Less control over life 0.37* -0.01 
Helplessness 0.36* -0.17 
Debilitation 0.36* -0.06 
Pain 0.33* -0.13 
Uncertainty 0.32* 0.10 
Hard to accept 0.31 * -0.12 
Frightening emotions 0.31 * 0.09 
Long term suffering 0.31 * -0.05 
Silent suffering 0.31 * 0.01 
Death 0.31 * -0.11 
Threat to life 0.31 * -0.17 
Prevention of pain/discomfort 0.30* 0.10 
Ending to life 0.30* -0.21 
Give up work 0.30* -0.01 
Sadness and depression 0.30* -0.10 
Pain kililers 0.29* 0.03 
Less independence 0.29* -0.05 
An a lien growth 0.29* 0.13 
Creeping poisoned ivy 0.29* 0.18 
Emotionally upsetting 0.28* -0.09 
Medication and sickness 0.28* -0.13 
Anger 0.26* 0.04 
Prognosis 0.26* 0.08 
Vulnerability 0.26* -0.03 
Contamination from within 0.24* 0.05 
The care required 0.24* 0.13 
Medical tests and examinations 0.23* -0.04 
The treatment needed 0.22* 0.11 
Sore does not heal 0.22* 0.14 
Anxiety 0.21 * -0.04 
Persistent headache 0.21 * 0.07 
Change in mole 0.20* -0.00 
Unusual bleeding 0.20* 0.00 
Marked 0.20* -0.06 
Change in bowel/bladder 0.20* 0.03 
Is a serous illness 0.19* -0.12 
Persistent cough 0.19* 0.00 
Frightening illness 0.18* -0.03 
Isolates you emotionally 0.18* 0.01 
A lump 0.18* -0.05 
Persistent tiredness 0.18* -0.01 
Persistent indigestion 0.18* 0.04 
Distress 0.17* -0.09 
Stigmatising 0.14* -0.05 
Curable -0.13* -0.05 
New mole 0.12* -0.03 
Family history increases risk 0.10* 0.09 
Surgery increases cure 0.08* -0.02 
Drug therapy increases cure 0.07* 0.05 
Radiation treatment increases cure 0.05* 0.00 
Continued over page 
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Table 8.16 Cancer items: Structure matrix (continued) 
Items 
Challenge 
Cure with positive attitudes 
Increased risk through stress 
Personal growth 
Increased risk through drink 
Fighting spirit 
Battle between mind and body 
Some positive experiences 
Risk through poor diet 
Realise important things 
Cure through lifestyle 
Avoidable 
Focus the mind 
Increased cure through self-examination 
Increased cure through prayer 
Risk through sunbathing 
Not the end of the world 
Risk from pollutants 
Risk through smoking marijuana 
Importance of self-examination 
"Iness to be beaten 
Importance of smear test 
Faith healing increases cure 
"Iness can be coped with 
Smoking increases risk 
Medications increases risk 
Screening increases cure 
Function 1 • 
0.08 
0.02 
0.02 
0.03 
0.09 
0.07 
0.11 
0.00 
0.10 
0.11 
0.13 
-0.03 
0.12 
0.10 
0.06 
0.14 
-0.11 
0.11 
0.03 
0.05 
-0.01 
0.04 
-0.02 
-0.12 
0.12 
0.11 
0.11 
i ~ 
Function 2 
0.41 * 
0.35* 
0.34* 
0.33* 
0.33* 
0.28* 
0.28* 
0.27* 
0.27* 
0.26* 
0.25* 
0.23* 
0.23* 
0.22* 
0.23* 
0.22* 
0.20* 
0.20* 
0.18* 
0.17* 
0.17* 
0.16* 
0.16* 
0.16* 
0.14* 
0.14* 
0.12* 
: 761.25** .249.45** 
Group centroids 
Group 1: Ambivalant 
Group 2: Positive Control 
Group 3: Illness 
Function 1: Illness 
-0.99 
-2.67 
1.99 
-1.04 
1.77 
0.37 
By examining the items that load heavily on this function it was obvious that this 
function tapped items concerning cancer as an illness, debilitation, depression and death. 
For example 'I associate cancer with shattered dreams'. In view of this the function was 
labelled Illness. 
Function 2: Positive control 
The items that load on the second function are more positive and concern issues such as 
142 
challenge and fighting spirit. However items concerning risk factors and cures associated 
with cancer are also present. For example 'I personally feel that the risk of developing 
cancer is increased by stress'. This suggests that this factor is concerned with a positive 
control over cancer. 
Defining the types of representations of cancer 
The group positions on each function as measured by the cluster centroid were then 
used to identify the nature of each of the 3 clusters. Table 8.16 shows the nature of each 
cluster in relation to each function. 
Cluster 1: Ambivalent group 
It is evident that the individuals in this group neither view cancer as an illness or something 
that can be positively controlled. In view of this the group was labelled the ambivalent 
group. It is tempting to link this group to the Mixed group identified in Chapter 7. 
Cluster 2: Positive control group 
This group did not conceptualise cancer so much as a serious illness but rather considered 
the positive, challenge and control aspects of the disease and hence was labelled positive 
control. This group matches the cluster found in the earlier analysis. 
Cluster 3: Illness group 
This group scored highly on the Illness function but low on the Positive Control function 
so this group was seen as having an illness orientated view of cancer. It was thus labelled 
illness. This group may link with the third cluster of the earlier study as the anxiety 
component is implicit rather than explicit. 
An overall classification rate of 95.97% was achieved suggesting a reasonably good fit. 
This discriminant analysis can therefore be treated with some confidence, and it imparts 
clear statistical validation for the cluster analysis. 
Shared Representations of Cancer and Scores on the Cancer Scales 
Having identified the shared representations of cancer the nature of these shared 
representations were further explored by examining the differences (using one way 
analysis of variance) between the groups on their scores on the cancer scales identified 
in the previous study. From Table 8.17 it is clearly discernible that the groups differed 
significantly on all the 5 scales, Illness/Restriction, Challenge, Symptom Focus, Cancer 
Control, and Emotional Aspects. 
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The findings confirm the interpretation already presented but also draw attention to issues 
of control and susceptibility within the different representations. The Ambivalent group 
scored the lowest on the Challenge scale and Cancer Control scales clearly indicating that 
they do not feel in control over cancer. The Positive Control group on the other hand 
scored the highest on the Challenge and the Cancer Control scale indicating that they 
feel that cancer is a controllable illness in terms of its preventability and treatability. 
However this group scored the lowest on the Symptom Focus scale suggesting that 
these individuals do not feel susceptible to cancer and therefore do not worry about 
symptoms of cancer. In contrast, in the Illness group the symptoms of cancer do seem 
to playa dominant role in the way cancer is represented indicating that this group feel 
that they are susceptible to cancer. They are also more concerned than the other groups 
about the debilitating effects of cancer and the emotional consequences of the disease. 
Shared representations knowledge, susceptibility age and control 
The differences between the groups on self-reported levels of knowledge, susceptibility 
and control were examined using one way analysis of variance (see Table 8.17). The 
findings on these external variables also confirmed the differences across the groups in 
terms of their representations of cancer. No significant differences were found between 
the groups in terms of knowledge but arguably this is due to the insensitivity of the scale 
used (ie. ranging from 1 = No knowledge to 5 = Expert knowledge) rather than their 
being no differences across the groups. The findings on the control and susceptibility 
variables confirmed earlier findings that the Positive Control group felt the most in 
control over cancer and the least susceptible. Whereas the Illness group felt the least in 
control over cancer and the most susceptible to it. With regard to age it is evident that 
the Ambivalent group were the youngest which may account for what seems their 
indifference to cancer, and their feeling of not being in control over the disease. 
Arguably given the findings from previous studies their concern is with living for the 
moment, and not worrying about health because death is an inevitable fact of later life 
no matter what lifestyle an individual adopts. Given the fact that the Positive Control 
group are older than the Illness group, which is in contrast to the findings in Chapter 7, 
it is argued that age may be more of an influence on representations of cancer held in 
younger age groups. That is the 'young' seem to have more of an identity (and with that 
a philosophy on life) within society than older age groups which may account for 
the findings here. 
Shared representations and cancer experience 
Subjects' perception of the degree of impact of their cancer experience (as measured on 
a 1-5 Likert scale) was examined in relation to the shared representations of cancer. 
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The one way analysis of variance is displayed in Table 8.17. It is clear that the Illness 
group was the most affected by their experience of cancer and significantly more than 
the Positive Control group and the Ambivalent group, which is consistent with 
Berrenberg's (1989) findings that a high degree of contact with cancer leads to the most 
negative approach towards it. It seems that there are many factors influencing the 
shared representations of cancer held. 
Shared representations and health behaviour 
The differences between the groups in terms of health behaviours was examined using 
analysis of variance and the more sophisticated discriminant analysis. 
Analysis of variance: Shared representations and health behaviour 
Using analysis of variance differences between the groups in terms of health promoting 
behaviours, responses to a symptom and barriers to health promotion were examined 
(see Table 8.17). The only significant difference across the groups in terms of health 
promoting behaviours was in eating a healthy diet. The Ambivalent group were the 
least likely to eat a healthy diet which is not a surprising finding given this group is the 
youngest of the 3 groups. Significant differences were also found in terms of responses 
to a symptom. Predictably the Illness group were the most likely to 'look in books and 
other literature' reflecting the anxiety and susceptibility towards cancer. Interestingly 
the Ambivalent group scored the lowest on this behaviour suggesting that the Positive 
Control group do act on the presentation of a symptom (although they do not feel 
susceptible to cancer). Interestingly the Positive Control group are also more likely than 
the other groups to seek alternative therapies in response to a symptom which is 
consistent with their need for control and empowerment over illness. In contrast the 
Ambivalent group are the least likely to seek alternative therapies but are the most likely 
to get medication from over the counter in response to health problems. This again is 
consistent with the short-term view of health that this group seems to present with. It is 
also interesting to note that the Ambivalent group also have little faith in healthy 
activities (a reason for not adopting a healthy lifestyle) which again reflects the notion 
that death and illness are an inevitable fact of later life. Clearly these findings suggest 
that of all the groups it is the Ambivalent group (the Youth group) that require the most 
attention from health promotion. 
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Table 8.17 Anovas: Cancer scales by health behaviours and external variables 
Scale 
Illness/Restriction 
Challenge 
Cancer Control 
Symptom Focus 
Emotional Aspects 
Health behaviour 
Response to a symptom 
Go to a doctor straight away 
Ask family and friends for advice 
Look up in books and other literature 
Try to forget about it 
Wait to see what happens 
Seek alternative medicine 
Purchase medication from counter 
Barriers 
Family commitments 
Work 
Feeling self-concious 
Lack motivation 
Lack faith in health activities 
Lack of interest in health 
Promotion of health 
Eat a healthy diet 
Find time to relax 
Take plenty of sleep 
Engage in alternative health 
Take regular exercise 
Significant variables 
Knowledge 
Susceptability 
Effect of cancer experience 
Age 
Control 
Note: p<0.05* p<O.Ol*· 
: Ambivalan( Postive 
~ Group : Control 
: 24.44 
; 31.56 
: 38.27 
: 25.05 
: 23.07 
2.64 
2.82 
2.18 
2.39 
3.05 
1.64 
2.70 
1.87 
2.33 
1.80 
2.59 
1.86 
1.84 
3.34 
3.25 
3.21 
1.77 
3.26 
2.79 
2.94 
2.94 
~ 32.37 
2.70 
! Group 
: 19.57 
:39.44 
~ 42.65 
• 22.11 
28.70 
2.68 
2.52 
2.48 
2.16 
2.95 
2.03 
2.21 
1.94 
2.44 
1.74 
2.24 
1.44 
1.58 
3.57 
3.19 
3.24 
2.16 
3.38 
2.98 
2.83 
2.79 
: 37.08 
. 3.22 
Illness 
Group 
• 33.47 
: 37.29 
~ 40.60 
• 31.56 
: 36.98 
2.92 
2.97 
2.56 
2.10 
2.92 
1.79 
2.68 
1.99 
2.44 
1.72 
2.47 
1.68 
1.62 
3.57 
3.31 
3.39 
1.82 
3.46 
2.88 
3.15 
3.32 
: 36.78 
. 2.82 
Discriminant analysis: Shared representations and health behaviour 
F 
: 223.53** 
55.95** 
33.80** 
59.07** 
• 105.37** 
2.14 
2.89 
3.96* 
1.65 
0.54 
3.02* 
5.00** 
0.47 
0.42 
0.27 
1.86 
4.60* 
3.00 
3.20* 
0.41 
1.56 
2.86 
1.15 
1.31 
4.63* 
5.63** 
62.22** 
8.09** 
A discriminant analysis was run using the health behaviours outlined above to see whether 
the groups could be significantly differentiated in terms of health behaviour. Discriminant 
analysis is a more sophisticated approach in comparison to one way analysis of variance 
which examines whether the items themselves (in this case health behaviours) can 
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discriminate between the groups. Only one function was significant at the p< 0.05 level. 
Table 8.18 displays the structure matrix which shows the statistically significant items 
together with their function weight. 
Table 8.18 Health behaviours: Structure matrix 
Items 
Get medication from counter (symptom response) 
Lack of faith in activities 
Engage in alternative health practises 
Seek alternative medicine (symptom response) 
A lack of motivation 
Look in books and other literature (symptom response) 
Go to doctors straight away (symptom response) 
Eat a healthy diet 
A lack of interest in health 
Take plenty of sleep 
Ask family and friends for advice (symptom response) 
Try and forget about it (symptom response) 
Take regular exercise 
Wait to see what happens (symptom response) 
Find time to relax 
Feeling self-concious 
Family commitments 
Work 
Group centroids 
Ambivalent group 
Positive control group 
Illness group 
Note: p<0.05* p<O.Ol** 
Function 1 
0.53* 
0.45* 
-0.35* 
-0.29* 
0.27* 
-0.20 
0.04 
-0.24 
0.24 
0.02 
0.29 
0.19 
-0.10 
0.05 
0.09 
0.03 
0.00 
-0.03 
60.35* 
0.21 
-0.71 
0.06 
The function weights for the items on function 1 were examined. It is clearly evident 
that this represents a passive function with items such as get medication from over the 
counter in response to a symptom and having a lack of faith in activities. The function 
was therefore labelled Passive. The nature of the groups' health behaviours were then 
examined using the group centroids in Table 8.18. It is evident that the Positive Control 
group are the least passive. The Ambivalent and Illness groups on the other hand are 
approximately equal and are more passive in comparison to the Positive group with 
regard to their health behaviours. It should be borne in mind that the classification 
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score for this analysis was only 48.70% indicating a very poor fit. However the findings 
are congruent with the results from the one way analysis of variance conducted previously, 
in the sense that the Positive Control group was the most active with regard to health 
practices. However this analysis may have disguised the fact that the Ambivalent group 
seem to be the least health-orientated having little faith in healthy activities. 
Shared representations and individual differences 
The differences between the groups on measures of individual differences (ie. EPQR, 
HLOC, hypochondriasis and estrangement) were examined using one way analysis of 
variance, and are displayed in Table 8.19. 
The Illness group was the most extroverted group which arguably accounts for their 
fatalistic approach to cancer, being extroverted in nature they are more likely to attend 
to their social experiences (eg. their experience of cancer and the negative image of cancer 
portrayed in the media). This group also scored the highest on the Hypochondriasis 
scale which again may account for the fact that they feel susceptible to cancer and they 
see it as a very distressing illness. It is interesting to note that this group scored the highest 
on the Power scale (ie. they believe in the power of the medical profession) which may 
contribute to their focus on the negative consequences of having cancer. 
In contrast the Positive Control group had the least faith in the medical profession (scored 
the lowest on the Power scale) but scored the highest on Control and lowest on Luck 
(Internal Health Locus of Control) which may account for the fact that control seems to 
playa dominant role in their representation of cancer which is reflected in the practice 
of alternative health practices. They also scored the lowest on the Hypochondriasis 
scale suggesting that they do not worry about illness which may account for the lack of 
concern of the symptoms of cancer. This group also scored the lowest on the Existential 
estrangement scale suggesting that they are very in touch with their social environment 
which may account for their positive orientation towards cancer. 
The Ambivalent group however scored the lowest on Control and the highest on 
Existential, Social and Total estrangement which may account for their lack of control 
over cancer and also what seems to be a certain degree of ambivalence towards it. 
Arguably feelings of social estrangement in this group are a function of their age this 
group traditionally feeling disconnected and misunderstood by society. 
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Table 8.19 Anovas: Shared representations by individual differences scales 
Individual differences scales 
EPQR 
Neuroticism 
Extroversion 
HLOC 
Power 
Luck 
Control 
Hypochondriasis 
Estrangement 
Existential estrangement 
Social estrangement 
Total 
Note: p<O.05* p<O.Ol ** 
Shared representations and coping 
Ambivalent! Postive 
Group : Control 
Group 
29.30 
39.65 
12.50 
15.15 
1B.17 
29.54 
2B.27 
28.77 
77.90 
26.18 
40.04 
11.43 
13.34 
20.65 
27.79 
19.20 
25.97 
70.85 
Illness 
Group 
29.1B 
43.39 
13.95 
15.76 
19.91 
32.52 
22.34 
25.56 
72.22 
F 
1.78 
7.98** 
4.98** 
4.B1 ** 
33.BO** 
5.10** 
5.77** 
6.80** 
7.28** 
The objective here was to examine whether groups holding different representations of 
cancer could be differentiated in terms of their coping styles. As previously mentioned the 
coping items were taken from Hammond (1992) Stress at work: A report on the stress 
levels of employees of the Chichester health Authority (CHA). A discriminant analysis 
was run to see how the groups differed in terms of the coping strategies they employ. 
The discriminant analysis produced 2 functions, but only the first function was significant 
at p<0.05. The structure matrix displayed in Table 8.20 illustrates the statistically 
significant items together with their function weights, which will allow interpretation 
of both the functions. 
Function 1: Reactive responses 
It is apparent that items loading highly on function one concern reactive responses to stress 
including emotional responses (eg. shout at someone), rational responses (eg. re-organise 
work) and palliative action (eg. take comfort in doing other things). The function was 
therefore labelled reactive responses. 
Using the group centroids in conjunction with the meaning of the function the nature of 
each group's responses to stress was examined. The Ambivalent group and the Positive 
Control group were the least reactive to stressful situations in comparison to the Illness 
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group. This finding may account for the negative perceptions of cancer held by the Illness 
group and may explain why they were the most effected by their cancer experience. It 
should be noted that these findings are tentative because despite the statistical significance 
of function one, the classification rate for this discriminant analysis was only 51.97% 
suggesting a poor fit. However given the previous findings there are good grounds for 
these interpretations. 
Table 8.20 Coping measure: Structure matrix 
Items 
Think of people in worse positions 
Seek advice 
Take it out on partner 
Shout at someone 
Could be worse 
Think about next holiday 
Reorganise work 
Talk things over with friend 
Lose sleep 
Be objective and unemotional 
Emotional outburst 
Complain 
Soon be over 
Take comfort in other things 
Break problem down 
Get depressed 
Become highly anxious 
Stall people 
Involve fellow workers 
Wait for inevitable 
Pass work onto others 
Start smoking or eating 
Turn to religion 
Bottle up stress 
Forget and do hobbies 
Gain support from others 
Accept situation 
Have a drink 
Take time off work 
Group centroids 
Ambivalent group 
Positive group 
Illness group 
Note: p<0.05* p<O.Ol** 
Function 1 
0.51 * 
0.41 * 
0.30* 
0.29* 
0.27* 
0.25* 
0.25* 
0.24* 
0.21 * 
0.20* 
0.18* 
0.17* 
0.08* 
-0.06* 
0.04* 
0.05 
0.34 
-0.05 
0.20 
-0.11 
0.15 
-0.16 
0.15 
0.15 
0.09 
0.15 
-0.02 
-0.15 
0.00 
: 80.00* 
-0.39 
-0.19 
0.43 
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Discussion 
In conclusion, 3 shared representations of cancer were identified, an Ambivalent 
representation, a Positive Control representation and an Illness representation, all of 
which bore a strong resemblance to the shared representations identified in Chapter 7. 
The Ambivalent group (the youngest of the groups) was characterised as having a certain 
degree of detachment from cancer not worrying about the debilitating effects of cancer 
but at the same time not seeing it as a controllable illness. The Positive Control group 
on the other hand focused on the positive, challenge and control aspects of the disease 
(eg. in terms of development and treatability). This group also felt the least susceptible to 
cancer and was the least concerned about the symptoms associated with cancer. This group 
also reported less anxiety about the consequences of having cancer. It is possible that there 
is an element of denial operating here given their estimation of risk for developing cancer 
and their reported lack of anxiety about the consequences of having cancer. The Illness 
group's representation in contrast was dominated by the anxiety associated with death, 
debilitation and the emotional consequences of having the disease. This group also felt very 
susceptible to cancer and as such reported anxiety about the symptoms associated with 
cancer. The similarity between the shared representations identified here with the ones 
identified in Chapter 7 provides a certain degree of confidence about their existence. 
The Positive Control representation is particularly interesting because it is one that receives 
little attention in the cancer literature. 
The differences in shared representations are also reflected in health behaviours practised. 
The Ambivalent group for example are the most likely to get medication from over the 
counter in response to a symptom but the least likely to practice alternative therapies which 
is consistent with what seems to be a detachment from cancer. This group also reported 
that they had little faith in healthy activities (which was given as a reason for not living 
a healthy lifestyle) which is consistent with the feeling of a lack of control over cancer. 
The Positive Control group however were the most likely to practice alternative therapies 
in response to a symptom which arguably reflects their need for control which is a central 
component of their representation of cancer. The Illness group were the most likely to 
seek out health information from 'books and other literature' which is consistent with the 
anxiety and concern they have about symptoms associated with cancer and the belief that 
they are at risk of developing cancer. It is argued that the existence of these shared 
representations illustrate the fact that health promotion campaigns should be more 
targeted in their approach rather than disseminating information in an unfocused way 
(Joffe, 1996; Breakwell, 1993b; Wagner, 1993). 
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The findings in this chapter suggest that the shared representations of cancer are anchored 
within lifestyle approaches. This was the most striking for the Ambivalent group. This 
group were the youngest and manifested a certain ambivalence towards cancer which is 
argued to be a function of this groups pursuit of happiness in life rather than a concern 
with health and illness which are perceived to be issues of concern only in the future. 
Also important in the way cancer is perceived is experience of cancer. The findings here 
suggest that individuals who are highly effected by their experience are more likely to 
focus on the negative emotional and debilitating consequences of having cancer. 
However the findings also suggest that individual differences may also influence the shared 
representations of cancer held. The Illness group for example scored the highest on the 
hypochondriasis scale, and believed that their health was controlled by powerful others, 
which may very well account for their feelings of susceptibility and anxiety surrounding 
cancer. Moreover the group was more extroverted (ie. more likely to attend to their 
external environment as their nervous stimulation requires more stimulation in 
comparison to introverts) than the other groups which may account for the effect of 
their cancer experience. The Illness group also was the most reactive to stress in terms 
of emotional, rational and palliative action, which again could account for the fact that 
this group was the most effected by their cancer experience. 
Similarly the Positive Control group scored the highest on the Internal Health Locus of 
Control which may be responsible for their view of cancer as a controllable illness that 
can be overcome. The Ambivalent group also exhibited factors that could account for 
their representation of cancer. Most notably they scored the highest on the Existential 
estrangement, Social estrangement and the Total estrangement scales. The feeling of 
being divorced from 'self' and from the social environment may have caused these indi-
viduals to take a hedonistic approach to cancer. 
It is evident that personality traits such as levels of Estrangement, Control and 
Hypochondriasis may influence an individual's exposure, acceptance and use of a SR. 
It is also important to bear in mind that some individual differences may be socially 
determined. For example, hypochondriasis may be generated in an individual if they 
have witnessed a history of illness in their family. It is interesting to note that individuals 
holding the Illness shared representations who exhibit high levels of hypochondriasis 
also have been the most effected by their cancer experience. As Breakwell (199 3a) notes 
this is an attractive view from a SR point of view because it dismisses the assumption 
that views traits as non-social explanations of behaviour. 
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CONCLUSION 
In summary, although it is possible that representations influence personality the most 
likely argument is that social and personality traits influence and modify representations. 
It is realised that such a view is not truly compatible with the conception of SRs as being 
socially determined belief systems which modify beliefs and behaviours or with the 
conception of SRs as socially determined shared belief systems. It is evident that the old 
argument of individual differentiation versus social cohesion discussed in the 1960s by 
Hans Eysenck and Walter Mischel (see Eysenck, 1963; Mischel, 1968; Mischel, 1977) 
still remains pertinent. However these studies have served to throw some light on the 
debate and will be discussed in the next chapter. 
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CHAPTER 9 
DISCUSSION 
INTRODUCTION 
This thesis has argued that the concept of SRs may provide an alternative to the more 
traditional social cognition models and lay approaches, largely because of their failure 
to explain health behaviour. While traditional research assumes that health behaviours 
are a product of rational decision making processes they do not typically incorporate 
the notion of the socio-cultural or possible affective elements. SR theory, on the other 
hand takes into account these factors and an attempt has been made to demonstrate 
how SRs may assist in explaining how cancer is understood by the lay person and how 
this understanding might influence health behaviour. 
Given this general aim, the primary problem was to define the notion of a SR sufficiently 
to develop a methodology for exploring its potential. As no clear operational definition 
of a SR currently exists, researchers have largely taken a methodological 'scatter gun' 
approach to the area. The resulting eclectic nature of the research employed has made 
comparisons across studies difficult (Potter and Litton, 1985). It has been argued that, 
on an implicit level, two definitions can be identified. One conception referred to as 
collective representations emphasises the cultural imperative and the social processes 
involved in the development of a SR. The other conception referred to as shared 
representations emphasises the degree to which SRs are shared across a plurality of 
persons (Hammond, 1993). It is accepted that the distributive premise is more viable 
scientifically compared to collective representations as it provides a clearer model for 
measurement. However it is also clear that collective representations can be found in 
the minds of individuals. It is emphasised that a study of health behaviour requires 
the researcher to direct attention to the individual. In other words access to personal 
representations as opposed to the general image in society is necessary to predict 
behaviour satisfactorily. Adoption of the distributive premise of SRs does not negate 
the study of cultural or social variables as we argue that these can be explored using 
idiographic procedures. 
The core of the thesis aimed to examine the viability of a variety of approaches for the 
study of SRs in relation to cancer. The results showed the value of adopting a systematic 
multi-method programme of research. This finding is supported by earlier work (eg. 
Sotirakopoulou and Breakwell, 1992; Stockdale and Purkhardt, 1993) who suggest 
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that the complexity of SRs demand this kind of approach. It is emphasised here that the 
relative strengths and weaknesses of each method should be considered, so as to produce a 
set of procedures that are complementary and compensatory. Only in this way can we hope 
to optimise their combined ability to gain accurate information (Breakwell 1993a). 
A further and, indeed motivating aim, of this thesis concerns the role of individual 
differences in the formulation of SRs. The major theories of SRs do not fully consider 
the role played by individual differences in the exposure to, and acceptance of, 
prevailing SRs. This reasoning informs the final empirical study of the thesis in which 
we examine the part played by individual differences. The hypothesis being that SRs of 
cancer are as much a product of individual differentiation as the social milieux in which 
they operate. 
This chapter seeks to: 1. Summarise and integrate the findings from the empirical work 
of the preceding chapters and make some attempt to reflect on the research process and 
methods used as well as highlight the value to health promotion; 2. Discuss the value 
of the findings; 3. Discuss the limitations of the research; and 4. Discuss future research 
and direction. 
SUMMARY AND INTEGRATION OF THE FINDINGS 
Cancer as a Unitary Disease 
The results suggest that cancer has a powerful identity, one that is predominantly 
affective in content. The qualitative studies suggest cancer is typically understood as a 
single entity which is strongly associated with a threat to life. It seems that despite the 
advances in medical treatment the immediate response to cancer is one of fear primarily 
associated with the consequences of the disease. However the research here (see 
qualitative methods and MCSP) also shows that individuals are able to discriminate 
between different cancers which is reflective of the variation in the cognitive complexity 
of their idiographic representations of cancer. 
The Content of the SRs of Cancer 
It has been demonstrated consistently across the methods used that the representations 
of cancer are predominantly affective in nature. The qualitative methods conducted at 
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the inception of this research illustrated the depth of emotion that surrounds cancer, with 
individuals using metaphors to express their emotions (including fear, vulnerability and 
anger) about cancer. The findings from the MCSP further confirmed that cancer is an 
anxiety-provoking illness. The anxiety being related to factors such as death and the 
lack of control over preventing the disease which reflects findings from other studies 
(Berman and Wandersman, 1990; Meyerowitz et al 1987; Pinell, 1987). Also evident 
was concern over the restriction and the visibility of certain cancers which has received 
less attention in the literature. Despite the documented emotionally arousing qualities 
of cancer little research has attempted to assess these emotions. This is a major criticism 
and one that has been directed at the social cognition models to explain their inability to 
satisfactorily predict behaviour. Recently there has been a call for methods to specifically 
elicit affect within the SR field (Joffe, 1997). This is especially required here given the 
emotionally arousing properties of the disease illustrated by the MCSP despite the fact 
that it is geared towards the elicitation of cognitions. In this thesis the metaphor approach 
as advocated by Domino, Hannah, Affonso (1991) was proposed as an avenue for the 
elicitation of affect. Domino's approach was considered to be a genuinely interesting 
method and it dovetailed precisely with the findings in the qualitative studies as 
metaphors were spontaneously used in the discourse about cancer. Disappointingly the 
psychometric properties of Domino's own Cancer Metaphor Test (CMT) was found to be 
questionable (Tanner and Hammond, 1995). It is argued that the CMT is not appropriate 
for use across all cultures which is perhaps not a surprising finding given the fact that 
metaphors are not universally understood (Migliore, 1993). 
However it is argued that the lack of cultural invariance of the CMT does not reduce 
the value of using metaphors to elicit affective representations within one culture. Of 
particular interest are metaphors that are routinely and automatically used which require 
little cognitive processing and are considered partially unconscious. These metaphors are 
very useful as they are thought to structure out ordinary conceptual systems in long term 
memory (Gibbs, 1992). The metaphor approach is also valuable because it provides an 
avenue for the examination of the objectification of cancer (Wagner, 1995) and allows 
insight into the cultural aspects of the SRs of cancer being rooted within language. It is 
further argued that, given the emergence of the argument that the study of individuals 
should not be restricted to the conscious mind within the health literature (eg. Joffe, 
1996; Marks, 1996), metaphors are an exciting method of investigation. The metaphor 
task designed here to elicit affect in British subjects (TCMT) proved successful in that the 
factor analysis achieved an interpretable simple structure. The findings also supported 
earlier findings that cancer is a multifaceted emotional phenomenon. Three facets were 
isolated which were tentatively labelled Death, Challenge, and Enemy. Death was of 
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major significance but emphasis was given to the nature of death. It is apparent that the 
insidious nature of the death and the helplessness associated with it are important 
anxieties about cancer. The experience of depression and the stigma associated with 
having cancer are also evident within this facet. This finding supports Pinell's (1987) 
hypothesis that the perceived death experienced by cancer patients contributes to the fear 
associated with the disease rather than death. The Challenge factor was an interesting 
one because it is one often overlooked in cancer research. Within this facet cancer is 
represented as another threat to life that can be overcome. The third facet Enemy is also 
interesting because it highlights that cancer is seen as unidentifiable representing a 
threat and has been personified to depict these characteristics. 
So as to tap and measure a more objective description of the SRs of cancer a questionnaire 
was devised using literal language on the basis of previous findings. The findings mapped 
on well to the findings from the metaphor study and provided support for the multi-
faceted view of cancer. Four fundamental facets were observed and labelled Illness, 
Symptom Focus, Challenge and Treatment, although the latter two facets did not form 
psychometrically sound subscales. This questionnaire formed the basis for the development 
of a subsequent survey. The resulting questionnaire proved successful and identified five 
underlying facets. These were Illness/Restriction, Challenge, Symptom Focus, Cancer 
Control and Emotional Aspects. When reduced to summative scales these factors 
proved to be highly reliable with values in excess of 0.75 suggesting that they are sound 
research tools. These factors seemed to be tapping affect although the intensity of the 
emotion and the imagery created seemed less than that achieved using the metaphor 
procedure. However it is noted that although emotion plays a dominant role in the 
conceptualisation of cancer cognitions also play a part and it is argued to be a 
simplification and a distortion of the true picture to view one without the other (see 
Joffe, 1996). In summary it seems that the SRs of cancer are made up of anxiety 
concerning the illness associated with cancer, symptom anxiety, ways of controlling the 
cancer in terms of its development and treatment, positive aspects and lastly emotional 
consequences of having the disease. 
SRs of Cancer and the Socio-Cultural Context 
It is interesting to note the similarity between the findings here and Leventhal's work 
on illness representations. However it is argued here that this work does not consider 
how cancer is socially constructed and objectified within culture. For example the 
metaphor study illustrated that individuals are being influenced by the dominant 
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conceptualisations of cancer within British culture, for example the 'fight against cancer'. 
The images created through this method also illustrate the value of metaphor at 
providing an insight into how cancer is objectified and understood. Arguably the 
objectification of cancer as an enemy has enabled individuals to make sense of and deal 
with the fact that the etiology of cancer still remains a mystery and defies classification. 
The similarity between the facets that emerged in this study and the dominant conceptions 
in society also supports Sontag's (1979) argument that an understanding of illness can 
only be truly achieved by examining the metaphors that circulate within a given culture. 
In this way metaphors can be seen as socially constructed ideas which are both exterior 
and interior to the individual. In this way they form strong images that circulate within 
culture which influence people's understanding of cancer. At the same time the metaphor 
study illustrates that individuals seem to be selective about the representations of cancer 
they adopt, some individuals adopting positive representations whilst others adopting 
negative representations. 
Nevertheless this research testifies to the role of the mass media in perpetuating images 
of cancer. It also provides support for Joffe'S (1996) argument that health education 
campaigns should use the media as a channel for education to increase their success in 
changing behaviour. The idea that language may influence how cancer is perceived and 
understood is disregarded by traditional research which views language as private 
thought (Emler et aI, 1987). Traditional research is also ill equipped to study cultural 
forces which are partially out side an individual's awareness. The qualitative methods 
also testified to the power of the media and suggested that media discourses may be 
responsible for the view of cancer as a single disease rather than a number of different 
diseases with differing prognoses and treatments (see Lupton, 1996). However it is 
noted that the conceptualisation of cancer as a single disease could equally be argued 
to reflect a prototypical logic that helps individuals to organise and recall information 
(Skelton and Croyle, 1991). The interviews in support of SR theory also suggested that 
conversations about cancer, direct experience of the disease, and lifestyle approaches 
influenced the representations about cancer held. The importance of lifestyle and 
experience of cancer was subsequently confirmed in both questionnaire studies which 
concurs with previous work that has found that lifestyle have a significant influence 
on beliefs about health (eg. Pill and Stott, 1982; Ory et ai, 1994), and is discussed in 
relation to the shared representations of cancer later in this discussion. 
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Shared Representations of Cancer and Health behaviour 
With regard to the shared representations of cancer a consistent structure emerged 
across the studies. The focus group study was particularly fruitful as two contrasting 
shared representations of cancer seemed to be evident. The findings suggested that 
representations of cancer are anchored within stage of lifecycle people have reached 
which has been previously argued to play an integral role in shaping people's beliefs 
about health and illness (eg. Pill and Stott, 1982). Subsequent studies in this thesis 
supported this notion although it seems that it is not merely the lifestage that people 
have reached but what people consider to be important in their life which is the central 
issue. Arguably this finding explains why the least educated are the least knowledgeable 
about cancer (eg. Chavez et ai, 1995) focusing their attention on getting on with life 
rather than thinking about improving life expectancy. Experience of cancer also seems 
to have an influence on the shared representations of cancer. For example in the final 
study individuals who were the most effected by their cancer experience were the most 
likely to hold an Illness representation of cancer manifesting anxiety about the symptoms 
and the negative consequences of the disease, which concurs with Berrenberg's (1989) 
findings that cancer experience has a powerful influence on the perceptions of cancer held. 
The problem of concluding the existence of shared representations of cancer was the 
most problematic in the focus group study as the method does not lend itself to 
measurement. This is an issue that has been raised as a problem in this thesis and it is 
an issue that has been debated in the SR literature. Researchers adopting the collective 
approach to SRs typically argue that it is not an issue and it is enough to provide 
evidence that more than one person thinks something for it to be a SR (Mavridi, 1996). 
Joffe (1996) however argues that their are quality checks that can be used by 
researchers to draw a certain degree of confidence about the findings from qualitative 
methods. Sotirakopoulou (1991) on the other hand emphasises the need to set out 
clear criteria before embarking on research as a guide to drawing conclusions that a SR 
exists or not. Although the author can see the value of defining the criteria prior to 
commencing the research it is argued that the value of this approach is seriously 
reduced as the theory of SRs has not detailed a set of conditions. From a positivist 
hypo-deductive framework this is a necessity (Fife-Schaw, 1996). It was therefore 
argued that the findings in the focus group study suggested the existence of two shared 
representations of cancer anchored within lifestyle which has a certain validity given 
the findings were subsequently confirmed in later studies. It is also emphasised that 
the qualitative methods were particularly valuable providing an insight into the 
rationality underlying the shared representations of cancer held. 
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The way of determining the degree of sharedness across individuals was less problematic 
in the Multiple Card Sort chapter with the employment of the Procrustean Individual 
Differences Scaling (PINDIS) technique. This technique is the first of its kind and serves 
to provide a normative consensus from which to argue for the existence and strength 
of a SR. The PINDIS analysis was therefore employed in order to draw out an aggregated 
representation from the idiographic data. This demonstrated a reliable fit (0.79) for a 
model lying between complete agreement and total idiosyncrasy of representations. 
This particular model revealed that a common representation does exist although to 
identify it a substantial amount of individual variation has to be controlled for. This 
normative representation appeared to highlight the emotional consequences of having 
cancer rather than functional concerns. The regions of the resulting normative space 
were most readily interpreted according to issues of stigma, embarrassment, and fatality. 
This work empirically demonstrated the need to involve the affective component into 
any attempt at understanding the way cancer is represented. 
In the subsequent studies, the metaphor study and the two questionnaire studies, cluster 
analysis - discriminant analysis strategies (Fife-Schaw, 1993) were used to identify the 
underlying shared representations of cancer. All three studies suggested the existence of 
three shared representations of cancer which seemed to be remarkably similar across 
the studies, especially across the two questionnaire studies. Arguably the apparent dif-
ferences between the metaphor study and the questionnaire studies is that the metaphor 
study enabled the identification of the objectified images of cancer but obscured per-
haps less salient and more cognitive aspects of the disease. Of particular interest here 
was the emergence of a shared representation with a positive focus. This representation 
is of particular interest because it is almost always overlooked in cancer research. 
Given the strong similarity across the two questionnaire studies and the need for brevity 
attention is only drawn to the fact that in the final empirical study the three shared 
representations identified were a Positive Control representation, an Ambivalent 
representation, and an Illness representation. Of particular interest is the relationship of 
these groups to health behaviour. For example in response to a symptom the Illness group 
were the most likely to 'seek information from books and other literature' which is 
consistent with their anxiety and concern over the symptoms associated with cancer. 
The Positive Control group were the most likely to practice alternative therapies which 
arguably reflects the central component (ie. control) of their representation. The Ambivalent 
group were the most likely to get medication from over the counter and reported the least 
faith in the practice of healthy activities which reflects their feelings of a lack of control 
over cancer. The differences between the groups in terms of their health behaviour suggest 
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that SRs of cancer are related to health behaviour. 
It is also important to note that the Cancer scales generated in both questionnaire studies 
also proved to be significantly related to health behaviour. For example the findings in 
the final empirical study suggested that feelings of control seem to playa cental role in 
taking positive health action. Viewing cancer within a challenge framework seemed to 
be related to the practice of alternative therapies. Anxiety about the symptoms of cancer 
was related to more symptom governed behaviour. However it is also noted that 
although the Symptom Focus scale was the most strongly correlated with seeking the 
doctor when unwell it was not the only scale that correlated with this behaviour which 
emphasises the fact that there are a number of determinants to behaviour and it is not 
enough to consider one variable but the interactive nature of a number of variables. 
SRs and Individual Differences 
Although it has been emphasised that the socia-cultural context plays a dominant role 
in the shaping of SRs of Cancer the research conducted here suggests that individual 
differences also playa role in the formulation of SRs. For example in the metaphor study 
it was found that the trait Neuroticism as measured by the EPQR was significantly 
correlated to the Death facet. Traditional SR theorists might argue that affective 
understanding of cancer is based upon prevalent social messages within the media. 
This finding on the contrary suggests that individual traits influence the take up and 
adoption of dominant cancer themes. Of course it remains a hotly disputed debate as 
to whether traits are primarily a product of social conditions or biological equipment. 
Similarly findings in Chapter 7 suggest that feelings of control are intricately related to the 
way cancer information is evaluated and incorporated into already existing belief systems. 
The role of individual differences was more fully examined in the final empirical study, for 
example it was found that viewing cancer as a Challenge proved to be positively related 
to an Internal Health Locus of Control. Arguably this finding implies that 'internalisers' 
are more likely than 'externalisers' to attend to the positive social discourses about 
cancer. There are also grounds to argue that psychodynamic forces may be influencing 
the representations of cancer held. These findings serve to highlight that this research 
opens many doors to further work in which causality may be the focus. A particularly 
interesting finding in the final empirical study was the relationship between individual 
differences and the shared representations of cancer held. For example it was found 
that the Illness group reported high levels of hypochondriasis and held an external 
health locus of control which may very well account for their feelings of susceptibility 
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and anxiety about cancer. Moreover this group was more extroverted than the other 
groups which may account for the powerful negative effect of their cancer experience. 
This group was also found to be the most reactive to stress which may also account for 
the powerful negative effect of their cancer experience. 
It is noted that throughout the empirical studies conducted there has been evidence that 
there exists degrees of commonality in the themes, rationality (qualitative approach), 
cognitive organisation (idiographic approach), symbolic reasoning (metaphor approach) 
and beliefs, attitudes and knowledge (questionnaire approach) among the respondents. 
This suggests that there exists, if not one, then a number of shared representations 
concerning cancer. However, it is also clear that there are substantial differences 
between people in the language and categories they use and the beliefs they hold. The fact 
that multiple representations are indicated suggests that something in the makeup of each 
individual mediates the social message and produces a lack of consensus or consistency 
in the representations they share with others. Thus, far from being superordinate 
structures, SRs may be seen as multifarious pockets of collective understanding. The 
implication for health educators, who use the representations of their target group as a 
starting point in developing interventions, is that they cannot rely upon a superordinate 
representational norm but must look more precisely at the mores and milieu of the target 
group in question (see Joffe, 1996; Breakwell, 1993b). Further, the role of individual 
differences may imply that even within a relatively homogeneous target group the 
representations are likely to vary considerably. 
This highlights a tension in this thesis because to take this argument to its extreme 
implies that effective health promotion must operate at the individual level and yet it 
has been argued throughout that a SR approach, which is inherently normative, has much 
to offer in this area. The issue, of course, is one of degree. While an individual approach 
to health promotion may be ideal it is quite impractical for the mass programmes 
relating to cancer prevention and screening. In demonstrating the existence of Social 
Representations a degree of consistency among individuals must be accepted but it is 
nevertheless, important to be aware of the role that individual differences play in 
weakening the homogeneity of even the most clearly defined SR. It is argued that the 
identification of SRs in the area of cancer may serve to optimise health promotion 
programme development by taking account of inter- individual consistency in ways that 
the traditional SCMs cannot do since the latter are essentially driven by a normative-
prediction paradigm which sees individual differentiation as error variance. 
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THE GENERAL VALUE OF THE FINDINGS 
This work attempts to demonstrate the contribution that both non-positivist and 
positivist models of social science research can make to health professionals. It is true 
that unlike quantitative methods qualitative methods have little predictive utility but 
the work here provides evidence that they are of value in terms of suggesting guidelines 
to practitioners, developing 'new angles' on the phenomena of interest, and helping the 
researcher to view the larger picture (Marks, 1996). As such they can be used to inform 
more quantitative and empirical investigations. The point the author wishes to make is 
that it is not useful to see qualitative and quantitative methods as opposing research 
methodologies. Rather the information yielded from both should be viewed as 
reciprocally rewarding. In this way a more holistic understanding of the target object 
under study can be achieved, in order to inform health practitioners. The multi-method 
approach adopted here to study the SRs of cancer takes this notion a stage deeper as 
an attempt was also made to utilise methods that allowed insight specifically into 
the cognitive and affective and cultural components of the SRs of cancer. The research 
here also focused on the conceptual organisation of the understanding of cancer using 
idiographic methods as well as the shared nature of beliefs across a plurality of persons 
using the nomothetic approach. 
This work supported the notion that individual differences shape the individual's 
exposure to, acceptance and use of a SR. However it is also acknowledged that individual 
differences may be partly socially determined which is consistent from a SR point of view 
because it dismisses the assumption that views traits as purely reductionist and non-
social explanations of behaviour (Breakwell, 1993a). Nevertheless it is argued that this 
research provides evidence for the notion that SRs of cancer are a product of both the 
social environment and individuals. In view of this it is requested that the theory of SRs 
takes seriously the role of individual differences. 
The present study has been able to suggest some reasons for why social cognition 
models are failing to account for the variance in health behaviour. Most important is the 
insufficient attention paid to the emotionally arousing qualities of cancer. This work 
also testified to the importance of examining socio-cultural factors. The research here 
suggests that lifestyle approaches, experience of cancer and dominant conceptualisations 
in the media seem to be influencing the representations of cancer held. Dominant 
conceptualisations in language include the objectification of cancer as an enemy, the 
view that cancer equals death and the view of cancer as a challenge. These images may 
be perpetuating the anxiety and the mystery associated with the disease, resulting in 
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individuals feeling powerless over the development of cancer. These socio-cultural factors 
are outside the scope of social cognition models which are restricted to the social norms 
thought to be held by others. Social cognition models also treat everybody the same and 
assume the same model of behaviour for each individual. This research shows that 
models of cancer-related behaviour vary according to the social context as well as an 
individual's traits. 
However it is also apparent from this research that social cognition models may be able 
to explain more of cancer- related behaviour if they restricted their focus. For example 
the Illness group isolated in Chapter 8 were characterised as perceiving themselves as 
susceptible to cancer, worrying about the symptoms of cancer and perceiving cancer as 
serious. At the same time it is realised that social cognition models do not attempt to 
measure anxiety or worry assuming that it is elicited by asking about seriousness and 
susceptibility which reduces their utility. 
Social cognition models also do not acknowledge denial like processes or unconscious 
factors within individuals. Arguably Weinstein (1988) has tried to address this problem 
when he postulated his five stage model Protection Adoption Process theory. Here levels 
of awareness of the target phenomenon are assessed, which acknowledges the fact that 
not all behaviour is under conscious deliberation. 
LIMITATIONS OF THE RESEARCH 
In the literature on SRs there are a plethora of studies which utilise textual sources of 
information such as media reports, novels and even song lyrics. The fact that this approach 
was not adopted does not imply that such sources are not available or potentially useful. 
Indeed, textual sources may tap the socially based ideas and assumptions within culture 
which are deemed to be both exterior and interior to the individual. However, the 
objectives of the present study did not give priority to such an approach. 
The primary aims were to examine the relationship between representations held and health 
behaviour and to explore the influence of individual differences on the SRs of cancer. 
It follows that the level of analysis had to be at the level of the individual. However the 
aim here is not to diminish the value of textual sources as the use of this methodology 
may be central to other research problems, such as the transmission of scientific knowledge 
to the lay public. Indeed it may be interesting to examine this relationship bearing in mind 
how individual differences seem to be affecting exposure to the information about cancer. 
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It is also acknowledged that the choice of methods here was restricted to those requiring 
verbal responses. De Rosa (1994) and Flick (1992) argue that a multi-method approach 
which is limited to verbal accounts does not enable an adequate analysis of SRs. 
According to Flick researchers should systematically choose methodological approaches 
which are as different as possible. Similarly De Rosa (1994) argues that there should be a 
move away from purely verbal accounts and an examination of the descriptive elements 
of a SR to an "interpretative dimension which takes into consideration the articulation 
among the various individual, social, historical-cultural levels that intervene in the 
structuring and differentiating of SRs as complex symbolic systems" (p.294). 
The present author understands the need to examine the wider picture when studying 
SRs and non-verbal methods are interesting. However it is argued that non-verbal 
approaches should not be given precedence. De Rosa's argument, cited above, simply 
supports the contention that individual differences playa fundamental part in defining 
Social Representations. However, unlike De Rosa, an individual's verbal dexterity is not 
viewed as an experimental artefact which distorts the understanding of the representation 
but rather as an integral component influencing that person's formulation and adherence 
to that representation. Equally, De Rosa's position raises another serious question since the 
researcher must utilise his or her verbal skills to interpret the representation in question. 
It seems rather problematic to impose a verbal interpretation on non-verbal responses 
and may be viewed at its extreme as rather patronising. 
It is this latter point that militated against the use of non-verbal measures in the present 
study. The author does appreciate the interest in non-verbal methods but questions 
how their meaning can be examined. Non-verbal methods run the risk of being subject 
to researchers imposing their own views on the object of study. It is also noted that 
drawings are often cited as a valuable non-verbal method but an understanding of 
drawings is often achieved by concomitant verbal accounts which surely reduces their 
utility (Sotirakopoulou, 1991). 
It is anticipated that some researchers might argue that a limitation of the present study 
is that our primary method for identifying the shared representations was the joint use of 
cluster and discriminant analysis. These techniques have an advantage in that they are 
readily available and well documented in the statistical analysis of Social Representations 
(Fife-Schaw, 1993; Doise, 1993). Nevertheless, there is always the possibility that the 
analytic methods themselves produced some form of artefact in the interpretation. 
However, the fact that the same 3 clusters emerged over two studies using different 
variables and different samples provides greater confidence than would norm411y be 
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expected in similar studies. This is even more true since in the second study the data 
were analysed using an exploratory orientation. Thus, the results were not influenced 
by forcing them to conform to the initial structure as would have been the case had a 
more confirmatory analysis been employed. 
The more sophisticated analyses carried out during the MCSP study demonstrated the 
existence of a shared representation with substantial individual differentiation. The fact 
that a numeric indicator of consensus (the fit parameter) may be used provides a new 
and novel addition to the SR theorists armoury. However, these techniques grow out of 
idiographic data collection which is inherently anathema to SR thinking. 
DIRECTION FOR FUTURE RESEARCH 
The present study has followed a three-fold remit. First, an empirical exploration of the 
methods appropriate for SR analysis in the area of health. Second, an attempt to identify 
the particular SR structures with relation to cancer. Third, to evaluate the role of 
individual differences within the formulation of SRs. In all aspects, the study has been 
largely exploratory and has served to raise at least as many questions as answers. 
Methodological 
The methods used here certainly support the value of a multi-method approach to 
SR research. The novel methods derived from the idiographic approach have shown 
particular promise in providing a structured way of viewing cognitions with the 
minimum of external or methodological influence. However, the procedures are still in 
their infancy and this is particularly true of the PINDIS analysis aimed at providing 
a normative interpretation of idiographic space. It was beyond the brief of this thesis 
to do more than to demonstrate the potential of these methods and further research is 
indicated for exploring other domains. Such work is currently being undertaken in the 
domains of European Identity (Hammond 1995), Violence (Kavatha and Hammond 
Submitted) and Counselling (Phillips, Hammond and Bailey In Preparation). It is hoped 
that this particular study will promote further developments within the health field. 
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Social Representations of Cancer 
The actual content of the SRs of cancer will merit further work. It has been demonstrated 
that representations of cancer are predominantly affective in content. This has been 
found consistently across the methods used. This, of course, has implications for health 
promotion where the emphasis has historically been on information and knowledge. 
Even those social cognition models that take on the motivational components of behaviour 
do not typically acknowledge the affective elements of a person's beliefs explicitly. Further 
work is necessary to find ways of directly targeting these areas for the promotion of 
healthy behaviour. 
It will also be necessary to explore in more detail the distinction between the three 
representations identified in this study. It is not claimed that the analyses here have been 
exhaustive and it is entirely possible that a clearer picture may emerge by the inclusion 
of for discriminating variables. In particular it is argued that it might be worthwhile to 
examine levels of emotional suppression across the shared representations of cancer. 
It is hypothesised that individuals with a very positive orientation towards cancer may 
exhibit high levels of emotional suppression. It is hoped that this work provides a 
preliminary model that may be further developed with subsequent research. 
Individual Differences and Social Representations 
The research here has provided insight into cancer-related thinking by focusing on 
the inter-relationship between the socio-cultural context and the individual. It has 
demonstrated the value of a systematic multi-method approach geared to the elicitation 
and measurement of specific components of the SRs of cancer as a function of the 
methods used. It also indicates that SR research needs to give more consideration to the 
acceptance, use, and development of a SR by individuals. The prevailing SR theories 
fail to integrate the fact that individuals do not have equal resources to the social 
environment, having different personality characteristics that will effect the way they 
respond to their social environment in terms of their socialisation and their social 
interaction with other people. Indeed, when these individual differences are recognised 
they are usually treated as error or methodological artefact. We hope to have 
demonstrated that it is possible via both an idiographic approach and a standard 
self-report technique to explore the role of individual differences in the formation, 
adherence and adoption of SRs. It is also acknowledged that SRs can also influence 
psychological processes. For example Doise and Lorenzi-Cioldi (1991) and Doise 
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(1995) examine the construction of the representation of 'self' and 'identity' on the basis 
of SRs. The direction of this relationship is more in keeping with the theory of SRs 
which asserts that products of social communication determine psychological processes. 
However more work needs to be conducted to examine the interactive effects. 
CONCLUSIONS 
In order to get closer to understanding the interacting factors mediating health behaviour 
it is important that attention is paid to the methods that are adopted and researchers 
are aware of the weaknesses in their methods. Indeed it has been argued that the 
failure of traditional health research to predict behaviour may be in part attributed to the 
inadequacies of methodological procedures (Fife-Schaw, 1996) as well as theoretical 
inadequacies of the model. It is also of central importance that future research devises 
a valid and reliable way of measuring health behaviour if research is to be of value. This 
issue has been raised in other research as a problem (Godfrey, 1992) but still inadequate 
attention has been given to this issue. However researchers should not in the pursuit of 
measurement forget the enormous value of pursuing understanding. This type of research 
is necessary to further the theoretical development of the models and to gain more insight 
into the factors governing behaviour. Qualitative and exploratory research reduces the 
'tunnel vision' that can occur when only using quantitative methods. However it is also 
stressed that researchers should be aware when conducting qualitative research not just 
to look to confirm their theoretical models which defeats the object of this unstructured 
approach. It ensures that research takes into account the changes in socio-cultural influences 
on conceptions held, and is particularly valuable for the investigation of new areas. 
The research here has also illustrated the constraints of adopting nomothetic models of 
behaviour which depend on linear relationships, the MCSP illustrating that relationships 
between factors are not always linear. This is an interesting time in health and social 
research where new statistical techniques that are not based on linear assumptions are being 
developed which reflect the complexity of health behaviour. There are many levels of 
analysis to be pursued if health behaviour is to be predicted including the socio-cultural 
level, the interpersonal level, and the level of the individual (Doise, 1993). Experimenting 
with different forms of analysis could increase the understanding of health behaviour. 
Essentially it is argued that the theory of SRs has been very useful in understanding the 
complex nature of cancer, health-related behaviours and the socio-cultural factors 
influencing the conceptions held. Although some parallel between this work and the lay 
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approach as well as Leventhal's illness representations can be drawn they do not fully take 
into account the inter-relationship between the social environment and conceptions held. 
Another important issue is that these researchers have generally looked for a common 
thread across a number of diseases and overlooked the idiosyncratic nature that each 
disease possesses. In this way they fail to uncover aspects of a representation of a specific 
illness that may be particularly salient in determining health-related behaviour. In this 
case the emotionally arousing qualities of cancer have not been fully considered. It is 
suggested that future research should examine different types of cancer in relation to 
specific health behaviours as opposed to conceiving cancer as a unitary disease. 
In summary the research in this thesis is argued to form a strong basis for future work. 
Health educators although benefiting from explanations as to why beliefs about cancer 
are held require as Fife-Schaw (1996) eloquently states "a clear theoretical specification 
of whose behaviour is influenced by what, how, when and under what circumstances. 
In other words we need to know the relational rules guiding behavioural decision making. 
This is not to suggest some form of rigid determinism and nobody seriously expects to be 
able to predict 100% of the variance in behaviour (Sarver, 1983). Improved prediction, 
however, would seem a reasonable goal to seek" (p.8). This research has revealed factors 
associated with cancer-related behaviour. It is suggested that the factors that seem to 
be influencing cancer representations should be more fully examined so as to develop 
a model of cancer-related behaviour. Lastly the author believes that the theory of SRs 
has been valuable in increasing the understanding of cancer and concomitant health 
behaviour but more empirical examination of the findings is required to give more 
validity to the findings. 
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APPENDICES 
APPENDIX 4.1: Individual Interview Questions 
What do you spontaneously think about health? 
What does health mean to you? 
What do you think is necessary to keep healthy? 
Why do you not always practice positive health behaviours? 
What to you is the worst illness possible? Why? 
How is this different from other diseases? 
Are some diseases stigmatised? Which ones? 
What do you spontaneously think about cancer? 
APPENDIX 4.2: Focus Groups 
Introduction 
Thank you for coming. The purpose of this discussion is to get an idea of what you think 
about health. That is we are asking you to brain storm. Its what you think that counts. 
We want you to generate as many ideas as possible. We are interested in your feelings, 
and behaviour as they relate to health. 
Questions: 
What do you spontaneously think about health? 
What do people do to keep healthy? 
What makes it difficult for people to look after their health? 
What would it mean to be without good health? 
What would you consider to be a serious health problem? 
What is it that makes it serious? 
What do you spontaneously think about cancer? 
Can you think of different types of cancers? 
Can you see any differences between these types of cancers? 
What are your thoughts about prevention of ill health? 
Why do people want to prevent ill health? 
What factors prevent people from taking up preventative cancer screening? 
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APPENDIX 5.1: Cancers used in the Multiple Card Sort Procedure 
Breast, cervical, Testicular, Prostrate, Facial, Melanoma, Leukaemia, Colon, Liver, Kidney, 
Stomach, Spinal, Mouth, Tongue, Lip, Lung, Throat, Leg, Spleen, Penis, Vulva. 
APPENDIX 5.2: Multiple Card Sort Instructions 
I am carrying out a study of what people feel and think about different diseases. So I am 
asking a number of different people to look at the following cards (each one of them 
representing a different disease) and sort them into groups, (according to a single 
criterion) in such a way that all the cards in any group are similar to each other in some 
way and different from those in the other groups. 
You can put as many cards into each group as you like, it is your views that count. When 
you have carried out a single sorting, I would like you to tell me the criterion you used 
for your sorting and describe each group of cards in relation to this criterion. Thank you. 
APPENDIX 5.3: Idiographic Representation 3 
On examining the visual profile of the cancers it appears the respondent perceives sexual 
cancers (with recognised screening procedures) as a distinct group, likewise lung cancer 
has also been isolated as a distinct group. The sort criteria in combination with the visual 
profile suggest three distinct regions: 
Region A: Sexual cancers with screening 
Pertaining to sexual cancers with recognised screening 
Region B: Smoking related cancers 
Lung cancer 
Region C: General cancers 
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Figure 5.3 Ideograph ic representation 3 
Constructs used : 
1. Horror 
2 . Emotionally 
upsetting 
3. Personal contact 
4. Susceptibility 
5. Susceptibility 
of loved ones 
6. Fatality 
7. Screen i ng 
8 . Preventability 
On the whole the criteria used to sort the cancers lacked di criminatory power which 
uggests that the respondent does not readily differentiate between cancers, instead 
perceiving cancer as a unitary phenomenon. This is evid nt in the vi ual profile of cancers 
as the majority of the cancers are grouped together. The superordinate representation 
appears to be one of horror, cancer being viewed a a very anxiety provoking di ease. 
Other facets of the representation include su ceptibility and avoidability. 
The mo t horrifying cancers were those that the individual perceived to be the mo t 
su ceptible. Susceptibility wa linked to the level of contact with cancer, the more contact 
the greater the level of susceptibility. The ubject wa aware of the creening procedure 
available and related this to a good progno is. 
The representation is particularly interesting because it appears that it is dominated by 
anxiety. After peculating that this may hinder the absorption of information about 
cancer and even stop the individual from attending to information about cancer, the 
respondent was briefly interviewed again to exp lore findings more deeply. The peculations 
were confirmed. The individual said that she avoided negative information about cancer 
because it was too anxiety provoking. However he argued that she was more likely to 
attend if it wa presented in a positive light. 
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he claimed, however that he would listen to negative information about cancer that she 
did not feel personally su ceptible to. For example, she said she would listen to negative 
information about testicular cancer so that she could pas it on to her partner. 
This representation uggests that high anxiety prevents people thinking about or taking 
on new information about cancer which is consistent with the literature. It al 0 uggest 
that health information hould be presented in the most positive light possible instead 
of focusing on the negative con equence of a poor lifestyle. 
APPENDIX 5.4: Idiographic Representation 4 
Figure 5.4 Ideographic representation 4 
Constructs used : 
1. Sex 
2. Visibility 
3. External/internal 
4. Sexual 
5. Avoidability 
6. Fatality 
7. Personal identity 
8. Symptoms 
9. Blame 
10. Sympathy 
II. Debilitation 
12 . Effect on lifestyle 
13. Mobility 
14. Attention required 
15. Embarrassment 
16. Intellectual 
functioning 
16. Pain 
17. Recovery 
This respondent completed a total of 18 sort. However orne of the construct used to orr 
were the same ie. s2 and 3, sl and s4, s7 and s8, s13 and 11, s6 and s18 (see construct 
used in Figure 4). 0 only thirteen categorisations were actually made. everrheless the fa t 
that there exists the e duplications in category sortings suggests that the e are important 
facets of his representation of cancer. The e being vi ibility of the ca ncers, whether they 
were sexual, ea e of detection, debilitation, and fatality. Most of the e relating to the 
con equence of having the di ea e. 
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On examining the profile of the cancers the sexual cancers (Region A) were clearly 
differentiated from the rest of the cancers. Smoking related and sun related cancers 
(Region B) were also isolated as a distinct group. The underlying reasons for these 
differentiations became clearer on examination of the sort headings in conjunction with 
the overall profile. 
Region A: Most avoidable cancers 
These sexually related cancers were considered the least serious, considered the most 
avoidable through screening procedures, being treatable if caught early through screening, 
with a good chance of recovery. Moreover these cancers were perceived to be personally 
identifiable. They were not however thought to have too much an effect on a persons 
lifestyle, requiring little medical attention. However they were seen as embarrassing. 
Region B: Cancers prevented by abstinence 
These cancers were thought to be largely a product of negligent behaviour being unavoidable 
through abstinence. As a result they were not thought to evoke much public sympathy. 
They were not thought to necessarily result in death, although they were thought to affect 
lifestyle. 
Region C: High risk cancers 
These cancers were considered as a high risk category, being very life threatening. They were 
also seen as largely unavoidable, and difficult to detect. They were also perceived to cause 
a decrease in mobility but were not perceived as embarrassing. They were also believed 
to evoke sympathy as no blame would be attached to the individual one development. 
Region D: Fatal cancers 
These cancers were clearly considered the most severe of all the cancers being the most fatal, 
causing insufferable pain, and resulting in severe debilitation. These cancers were thought 
to require constant medical attention, but they were not perceived as embarrassing. 
These cancers were also viewed as unavoidable and only reaJJy detectable at a late stage. 
Moreover as these cancers were perceived to be unavoidable they were thought to evoke 
sympathy from others. 
What was striking about this representation was the degree to which the cancers were 
differentiated. What was also interesting was the fact that cancers seen as preventable 
cancers, for example, lung cancer were seen as stigmatised. This finding is not surprising 
as this respondent is a smoker. What is distressing to the researcher was the fact that 
this respondent perceived these cancers to have an effect on lifestyle but not necessarily 
result in death. It is clear that this subject is denying the consequences of his smoking 
behaviour. It is also noted that this subject perceived the 'sexual' cancers to be embarrassing, 
and one could hypothesise that he would delay in seeking medical attention if he noticed 
any symptoms. 
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APPENDIX 6.1: The Cancer Metaphor Test (CMT) (Domino et aI, 1991) 
Below is a list of metaphors that have been generated by people to describe their feelings 
about cancer. Please read each one and indicate within brackets how appropriate you 
personally feel it is at giving a description of cancer. Please use the following 5-point 
rating scale. 
: Not at all Very 
: appropriate appropriate 
1 2 3 4 5 
1. The sting of a scorpion : ( ) ( ) ( ) ( ) ( ) 
2. A broken violin : ( ) ( ) ( ) ( ) ( ) 
3. Punishment for past sins ( ) ( ) ( ) ( ) ( ) 
4. White flowers : ( ) ( ) ( ) ( ) ( ) 
5. A mouth full of sand : ( ) ( ) ( ) ( ) ( ) 
6. Oozing slime 
· ( 
) ( ) ( ) ( ) ( ) 
7. A broken promise : ( ) ( ) ( ) ( ) ( ) 
8. A thunderclap in fine weather : ( ) ( ) ( ) ( ) ( ) 
9. Dead flowers : ( ) ( ) ( ) ( ) ( ) 
10. Suffocating heat 
· ( 
) ( ) ( ) ( ) ( ) 
11. Stagnant water : ( ) ( ) ( ) ( ) ( ) 
12. Adrift in a fog : ( ) ( ) ( ) ( ) ( ) 
13. A train in a tunnel : ( ) ( ) ( ) ) ( 
14. Caught in a storm 
· ( 
) ( ) ( ) ) ( 
15. Checkmate : ( ) ( ) ( ) ) ( 
16. Alone in the forest 
· ( 
) ( ) ( ) ) ( 
17. Dark clouds : ( ) ( ) ( ) ) ( 
18. More bitter than sweet 
· ( 
) ( ) ( ) ( ) ( ) 
19. Mould on a piece of bread :  ) ( ) ( ) ( ) ( ) 
20. Tarnished silver ' ( ) ( ) ( ) ( ) ( ) 
21. Riding a tiger : ( ) ( ) ( ) ( ) ( ) 
22. An arrow that missed it's target : ( ) ( ) ( ) ( ) ( ) 
23. The end of a journey : ( ) ( ) ( ) ( ) ( ) 
24. A piercing sword : ( ) ( ) ( ) ( ) ( ) 
25. Mushrooms in a field ' ( ) ( ) ( ) ( ) ( ) 
26. A withering rose . ( ) ( ) ( ) ( ) ( ) 
27. Flowing lava ( ) ( ) ( ) ( ) ( ) 
28. Shifting desert sands : ( ) ( ) ) ( ) ) 
29. Bubbles in the air : ( ) ( ) ) ( ) ) 
30. Wine turning into vinegar . ( ) ( ) ) ( ) ) 
31. An old man : ( ) ( ) ) ( ) ) 
32. Tarnished silver : ( ) ( ) ) ( ) ) 
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APPENDIX 6.2: Tanner's Cancer Metaphor Test (TCMT) 
Below is a list of metaphors that have been generated by people to describe their feelings 
about cancer. Please read each one and indicate within brackets how appropriate you 
personally feel it is at giving a description of cancer. Please use the following 5-point 
rating scale. 
Not at all Very 
i appropriate appropriate 
1 2 3 4 5 
1. A strangle hold 
· ( 
( ) ( ) ( ) ( ) 
2. A deadly growth : ( ( ) ( ) ( ) ( ) 
3. Creeping poisoned ivy 
· ( ( ) ( ) ( ) ( ) 
4. Portrait of death : ( ) ( ) ( ) ( ) ( ) 
5. The worst nightmare : ( ) ( ) ( ) ( ) ( ) 
6. A fight to the death i ( ) ( ) ( ) ( ) ( ) 
7. A festering mass i ( ) ( ) ( ) ( ) ( ) 
B. A poison without an antidote 
· ( ) ( ) ( ) ( ) ( ) 
9. The seed of death i ( ) ( ) ( ) ( ) ( ) 
10. A poison without an antidote ( ) ( ) ( ) ( ) ( ) 
11. The seed of death 
· ( ) ( ) ( ) ( ) ( ) 
12. Divine test 
· ( 
) ( ) ( ) ( ) ( ) 
13. An unwelcome visitor , ) ( ) ( ) ( ) ( ) 
14. A torture chamber 
· ( 
) ( ) ( ) ( ) ( ) 
15. Silent suffering 
· ( 
) ( ) ( ) ( ) ( ) 
16. Alien growth 
· ( 
) ( ) ( ) ( ) ( ) 
17. A knife in the back : ( ) ( ) ( ) ( ) ( ) 
lB. An unprovoked attack 
· ( ) ( ) ( ) ( ) ( ) 
19. Thick black tar ' ( ) ( ) ( ) ( ) ( ) 
20. Waves in the sea 
· ( 
) ( ) ( ) ( ) ( ) 
21. A parasite 
· ( 
) ( ) ( ) ( ) ( ) 
22. A predator in the night ( ) ( ) ( ) ( ) ( ) 
23. A hunter to be fought and slain 
· ( 
) ( ) ( ) ( ) ( ) 
24. A catalyst for life ( ) ( ) ( ) ( ) ( ) 
25. Non-fatal wound that leaves a scar' ( ) ( ) ( ) ( ) ( ) 
26. An unclean touch 
· ( 
) ( ) ( ) ( ) ( ) 
27. Unwanted surprise 
· ( 
) ( ) ( ) ( ) ( ) 
2B. Not the end of the world 
· ( 
) ( ) ( ) ( ) ( ) 
29. Dual between mind and body 
· ( 
) ( ) ( ) ( ) ( ) 
30. The fire that can be put out 
· ( 
) ( ) ( ) ( ) ( ) 
31. A journey through a maze 
· ( 
) ( ) ( ) ( ) ( ) 
32. A current invisible but tangible 
· ( 
) ( ) ( ) ( ) 
33. Free fall through the black chasm • ( ) ( ) ( ) ( ) 
34. The angel of death • ( ) ( ) ( ) ( ) 
35. Pandora's box • ( ) ( ) ( ) ( ) 
36. A reflection in a shattered mirror • ( ) ( ) ( ) ( ) 
37. The dark secret 
· ( 
) ( ) ( ) 
3B. The enemy within : ( ) ( ) 
39. A haunting shadow 
· ( ) 
( ) 
40. The inevitable payoff 
· ( 
) ( ) 
41. Unknown intruder 
· ( 
) ( ) 
42. A curse with no cure : ( ) ( ) 
43. River of darkness 
· ( 
) ( ( ) 
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APPENDIX 7.1: Covering Letter and questionnaire used in Chapter 7 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom 
Dear Sir/Madam 
REPRESENTATIONS OF CANCER 
This questionnaire is part of a research project being conducted at the University of 
Surrey. The aim of the research is to investigate the impact of cancer on individuals in 
relation to their lifestyle and social and cultural experiences. 
Your cooperation in completing this questionnaire is invaluable to our research. Your 
answers will make an important contribution to our understanding of the way cancer 
is perceived and this will then have a bearing on the preparation of Health Promotion 
information. 
There are no right or wrong answers, it is purely your perceptions that count. Please 
note that I do not ask you to give your name, so your answers are completely anony-
mous, an the information will be treated with complete confidentially. I f for any rea-
son you would rather not answer a question please just go on to the next one. 
I would be most grateful if you could return the questionnaire to one of my coordina-
tors. 
Thank-you very much for participating in this research. 
Yours 
Susan J. Tanner 
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Background 
Before proceeding with the body of tho questionnaire I need to ask a few background details. 
These are asked in order to find out if certain socio-cultural aspects of a persons experience 
will influence their attitudes to health. As with all the questions in this questionnaire, if 
you feel you would rather not answer any question please move on to the next. 
Sex: .... Male .... Female Age: .... Religion ................ .. 
Nationality ............................. .. Ethnic background .................................. . 
Are you currently employed? Yes No What is your occupation? ........................ . 
Health Status 
In this section I will be asking a few questions about your current health status and 
your experience of illness. 
What height are you: .............. . What weight are you? ............................. .. 
How many days off sick have you had in the last 6 months? ................. . 
Please rate your general health by circling a number on the following scale: 
Very 
Unhealthy 
1 2 3 4 
Very 
healthy 
5 
I am interested in your experience of serious illness. Please name any serious illness that 
you have some personal experience of. We would then like you to indicate the source or 
that experience by placing a tick in the appropriate column specifying who the person was 
who had the illness. 
Illness Aquaintance Family Member 
1 ............................................ .. 
2 ............................................ .. 
3 ............................................. . 
Open Ended Questions 
Yourself 
( ) 
) 
( ) 
Where do you get your information concerning health? ............................................. .. 
..................................................................................................................................... 
What stimulates you into improving your health? ....................................................... . 
..................................................................................................................................... 
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What cancers do you think can be self-detected? ........................................................ .. 
..................................................................................................................................... 
Please list any important risk factors for cancer you are aware of .............................. .. 
..................................................................................................................................... 
..................................................................................................................................... 
..................................................................................................................................... 
..................................................................................................................................... 
Cancer Symptoms 
We all worry sometimes about the possibility that we may develop cancer and we tend to 
become sensitised to certain signs and symptoms. Below are a number of symptoms that 
people often associate with cancer although they may occur for many reasons. Please indicate 
for each one how worried you would be about having cancer if you had the symptom. 
Not at all 
worried 
1 2 
1. A sore that does not heal .............. ( 
3. Skin thickening .............................. ( 
5. A change in a wart or mole ........... ( 
7 A change in bowel/bladder habits .( 
9. A new mole or skin blemish .......... ( 
11. Persistent headache ....................... ( 
3 4 
Very 
worried 
5 
2. A lump appearing on the body ..... ( 
4. Unusual bleeding .......................... ( 
6. A persistent cough ........................ { 
8. Persistent indigestion .................... { 
lO.Non-menstrual bleeding ............... ( 
l2.Persistent tiredness ....................... ( 
Cancer Curability 
In this section I am interested in how effective you think the following items would be 
in increasing the chances of cure from cancer. Please use this 5 -point rating scale. 
No chance 
of cure 
1 2 
1. Early detection .............................. { 
3. Radiation ...................................... ( 
5. Future medical advances ............... ( 
7 Mind over matter .......................... ( 
3 4 
High chance 
of cure 
5 
2. Chemotherapy .............................. { 
4. Surgery ......................................... { 
6. Drugs ........................................... { 
8. Faith ............................................. { 
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Cancer Detection Methods 
Below is a short list containing methods for detecting cancer. Please would you rate 
using the following scale how aware you are of each method of detection. 
Not at all Very much 
aware aware 
1 2 3 4 5 
1. Biopsy ........................................... ( 2. Mammogram ................................ ( 
3. Proctoscopic .................................. ( 4. Cervical smear .............................. ( 
5. Chest X-ray ................................... ( 6. Self examination ........................... ( 
Cancer Knowledge 
Below are a series of factual questions designed to tap your awareness of cancer. 
Please answer each one to the best of your knowledge. If you really do not have a clue 
please give your best guess. 
1. Approximately how many people die of cancer each year in the UK? ..................... . 
2. Approximately how many people are diagnosed with cancer in the UK? ................ . 
3. What are the most common sites of cancer in men? ................................................ . 
••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• t ••••••••••••••••••••••• 
4. What are the most common sites of cancer in women? ........................................... . 
..................................................................................................................................... 
5. Please list any cancers that you know to be avoidable by adopting a safe lifestyle ... 
..................................................................................................................................... 
..................................................................................................................................... 
206 
Feelings about Cancer 
Below is a number of statements that come from a suroey of people expressing their feelings 
about cancer. Please read each statement and write a number in the brackets provided 
to indicate how strongly you personally agree or disagree with each statement. 
Please use the following 5-point scale. 
Strongly 
disagree 
1 2 3 
Strongly 
agree 
4 5 
1. I believe that most cancer can be treated successfully ......................................... ( 
2. Having cancer is something that I could learn to cope with ............................... ( 
3. I find the word 'cancer' anxiety provoking ......................................................... ( 
4. I believe that the fear generated by cancer comes largely from the media ........... ( 
5. I believe that the public receives mixed messages about cancer ........................... ( 
6. I believe that cancer is a stigmatising illness ....................................................... ( 
7. I believe that most cancer is easily controlled ..................................................... ( 
8. I associate cancer with emotional and spiritual suffering .................................... ( 
9. I associate cancer with sadness and depression ................................................... ( 
10. I associate cancer with physical pain ................................................................ ( 
11. I associate cancer with loneliness ...................................................................... ( 
12. I associate cancer with shame and disgrace ....................................................... ( 
13. I feel that cancer is degrading ........................................................................... ( 
14. I associate cancer with contamination and uncleanliness .................................. ( ) 
15. I believe that that if someone has cancer it is best kept a secret ........................ ( ) 
16. I associate cancer with a loss of independence .................................................. ( ) 
17. I associate cancer with a restricted Iifestyle ....................................................... ( ) 
18. Being diagnosed with cancer is a horrifying prospect ........................................ ( 
19. I associate cancer with guilt .............................................................................. ( 
20. I associate cancer with with low self esteem ..................................................... ( 
21. I feel very sorry for people with cancer ............................................................. ( 
22. I associate cancer with disfigurement ................................................................ ( ) 
23. I worry about getting cancer ............................................................................. ( ) 
24. I associate cancer with having to give up work ................................................. ( ) 
25. I associate cancer with helplessness .................................................................. ( ) 
26. I believe that cancer can be cured by having a fighting spirit ............................ ( 
27. I associate cancer with a slow lingering death .................................................. ( 
28. I see cancer as a challenge in life ...................................................................... ( 
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29. I believe that one needs a positive attitude to overcome cancer ........................ ( 
30. I associate cancer with punishment ................................................................... ( 
31. I believe that we are all haunted by the fear of cancer ...................................... ( 
32. I associate cancer with unpredictability ............................................................ ( 
33. I would rather die than go through a course of cancer treatment ..................... ( 
34. I believe that cancer is the result of the modern industrial society .................... ( 
35. I believe in the saying, 'only the good get cancer' ............................................. ( 
36. I believe that cancer is less avoidable than other major diseases ....................... ( 
37. I feel that cancer is not like any other illness .................................................... ( 
38. I believe that we are all susceptible to cancer ................................................... ( 
39. I believe that cancer strikes at random ............................................................. ( 
40. I believe that having cancer can be a positive experience .................................. ( 
41. I believe that cancer is not fully understood by experts .................................... ( 
42. I feel that cancer is a natural process gone awry ............................................... ( 
43. I dismiss the thought of cancer if it comes to my mind ..................................... ( 
44. I believe that everything enjoyable in life seems to cause cancer ....................... ( 
45. I believe that the treatment of cancer is worse than the disease itself.. .............. ( 
46. I associate cancer with death ............................................................................ ( 
47. I believe that being diagnosed with cancer signals an end to one's life .............. ( 
48. I associate cancer with silent suffering .............................................................. ( 
49. I believe that cancer is sometimes partly self-inflicted ....................................... ( 
50. I believe that having cancer can be an enlightening experience ......................... ( 
51. I believe that cancer is natures way of cutting down on the population ............ ( 
52. I believe that getting cancer is inevitable in life ................................................. ( 
53. I believe that cancer is a normal fact of life ...................................................... ( 
54. I associate cancer with loosing one's role in the community ............................. ( 
55. I believe that less people are dying of cancer these days ................................... ( 
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Specific Cancers 
This section is concerned with specific cancers. Below is a list of specific cancers, we ask you 
to rate the amount of knowledge you have of each and then to indicate how common you 
think it is. In addition we would like you to indicate how anxiety provoking the thought of 
each specific type of cancer is to you personally. Please use the following three 5-point scales. 
No 
knowledge 
1 
Very 
rare 
1 
No 
anxiety 
1 
2 3 
2 3 
2 3 
Cancer of the ... Knowledge 
1. Breast ................................. . 
2. Colon/Rectal ...................... . 
3. Throat ................................ . 
4. Skin .................................... . 
5. Bladder ............................... () 
6. Lung ................................... () 
7. Testicle ................................ () 
8. Cervix ................................. () 
9. Liver .................................. . 
10. Pancreas ............................ . 
11. Bone .................................. . 
12. Lymph glands .................... . 
13. Mouth .............................. .. 
14. Stomach ............................ . 
15. Ovary ................................ . 
16. Prostrate .......................... .. 
17. Genitals ............................ .. 
18. Spine ................................ .. 
19. Leukaemia ......................... . 
20. Brain ................................ .. 
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4 
4 
4 
Incidence 
{ 
( ) 
( ) 
( ) 
Considerable 
knowledge 
5 
Very 
common 
5 
Much 
anxiety 
5 
Anxiety 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
Lifestyle 
In this section we are concerned to get an idea of the way you look after your health. 
Please would you answer the questions below. 
Do you take care to be healthy? 
Do you smoke? 
Yes ..... No ... . 
Yes ..... No ... . 
If yes approximately how many cigarettes do you smoke per day? ............................. .. 
If no, are you an ex-smoker? Yes ........... No ........ . 
Do you drink alcohol? Yes ........... No ........ . 
If yes, approximately how many units do you consume per week? ................ Yes .... No 
1 glass of wine 
1 unit = 1 measure of spirit 
Half a pint of beer/lager 
Do you have regular dental checkups? Yes ........... No ........ . 
Do you attend regular cervical screening sessions? Yes ........... No ........ . 
Do you regularly examine your breasts or testicles for abnormalities? ................ Yes .... No 
Do you have regular health checks with your GP? Yes ........... No ........ . 
Below is a list of behaviours that people carry out in order to maintain their physical 
and mental health. Please indicate on a 5-point scale how important each one is to 
your current lifestyle. 
Not very 
important 
Very 
important 
1 2 3 4 5 
1. To take care to eat a healthy diet ................................................................... ( 
2. To take time for regular exercise .................................................................... ( 
3. To take time for relaxation ............................................................................ ( 
4. To engage in alternative health practices (aromatherapy, massage, etc.) ......... ( 
5. To make sure of getting plenty of sleep .......................................................... ( 
6. To take plenty of mental exercise ................................................................... ( 
7. To seek the doctor when unweII. .................................................................... ( 
8. To practice safe sex ........................................................................................ ( 
9. To take medications from over the counter .................................................... ( 
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Attitudes to Health 
In this section we are interested in what you feel and think about some health related 
issues. Please write a number in the brackets to show how strongly you agree or dis-
agree with the statement. Please use the following 5-point scale. 
Strongly 
disagree 
Strongly 
agree 
1 2 3 4 5 
1. If I became sick, I have the power to make myself well again ........................ ( 
2. I feel that no matter what I do, if I am going to get sick, I will get sick ......... ( 
3. If I see a good doctor regularly, I am less likely to have health problems ....... ( 
4.1t seems that my health is greatly influenced by accidental happenings ........... { 
5. I can only maintain my health by consulting health professionals .................. { 
6. I am directly responsible for my health .......................................................... ( 
7. Other people playa big part in whether I stay healthy or become sick .......... ( 
8. Whatever goes wrong with my health is my own fault ................................... ( 
9. When I am sick, I just have to let nature run its course ................................. ( 
10.Health professionals keep me healthy ........................................................... ( 
11. When I stay healthy I am just plain lucky .................................................... ( 
12. M physical well-being depends on how well I take care of myself ................ ( 
13. When I feel ill, I know it is because I have not been taking care of myself ... { 
14. The type of care I receive from other people determines how well I recover 
from an illness ............................................................................................. { 
15. Even when I take care of myself, it is easy to get sick .................................. ( 
16. When I become ill, it is a matter of fate ....................................................... ( 
17. I can pretty much stay healthy by taking care of myself ............................... ( 
18. Following doctor's orders to the letter is the best way for me to stay healthy( 
Thank you very much for completing this questionnaire. If you would like any infor-
mation about cancer I would be happy to pass on to you leaflets from the Health 
Education Centre. 
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APPENDIX 8.1: Covering letter and questionnaire 1 used in Chapter 8 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom 
Dear Sir/Madam 
CANCER AND PERSONALITY SURVEY 
This is part of a research project being conducted at Surrey University funded by the 
Economic and Social Research Council investigating the relationship between perceptions of 
cancer, personality, and health. The aim is to gather data on the different perceptions held 
and the different personality types relevant to this issue. In order to achieve this, I need to 
obtain replies to the enclosed questionnaire from a large number of people. I would be most 
grateful if you could find the time to answer this questionnaire (it should take about twenty 
minutes) and return it in the enclosed postage paid envelope or to one of the co-ordinators 
of the research. 
To ensure your privacy your name is not asked for, and therefore it is impossible to give 
individual feedback. However I will summarise the findings and send them to you if requested. 
Lastly, thank you very much for your participation in this research, it is very much appreciated. 
Yours 
S. J. Tanner 
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Demographic Details and Health Status 
Before beginning the main part of the questionnaire please fiU in the background details below: 
1. Sex: .... Male] ...... Female2 2. Age: .... 
3. What is or was your occupation? ..................................................................................................................... .. 
If you are a health professional please state your connection with cancer patients 
If you are a full time student or have ~ please go to question 5. 
4. Are you currently employed? Yes] ....... N02 ..... . 
5. Would you describe yourself as spirituaVreligious? Yes] ....... Nd ..... . 
6. Please rate your general health by circling a number on the following scale: 
Very 
unhealthy 
1 
7. Do you smoke? 
2 3 
If yes, approximately how many cigarettes per day? 
8. Do you drink alcohol? 
4 
Very 
healthy 
5 
Yes] ....... N02 ..... . 
Yes] ....... Nd ..... . 
If yes, approximately how units do you consume per week (see below) ..................... . 
Please note: 1 glass of wine 
1 measure of spirit 
112 pint of beerllager/cider 
= 1 unit 
= 1 unit 
= 1 unit 
9. How often do you exercise (ie. 20 minutes or more at one time)? 
Please tick the most appropriate bracket. 
Never .................................................................... ()] 1-2 times a week .............................................. ( )4 
2 times a year ................................................... ()2 3 times a week ................................................... ( r 
Once a month .................................................. ()l More than 3 times a week. ......................... ( )b 
10. Please indicate how much attention you pay to looking after your health by circling a 
number on the scale below: 
No Considerable 
attention attention 
1 2 3 4 5 
Thank-you 
Could you now tum over and begin the rest of the questionnaire. Please remember your 
name is not recorded so your answers are anonymous. If there are any questions that you 
cannot answer for any reason just skip them and go on to the next. 
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Social circumstances 
This part deals with everyday circumstances to find out whether this is affecting people's 
attitudes towards cancer. 
a. Please tick the bracket that best reflects your living arrangements 
Living as married ............................................ ()I Living alone ........................................................ ( )4 
Living with children only ........................... ()2 Other, please specify ....................................... ( )1 
Living with friends ......................................... ( P 
b. Please tick the bracket that best reflects your living arrangements 
Rented accommodation .............................. ()1 Own home ........................................................... ( )2 
c. Please tick the bracket(s) that best reflect the education you have received. 
Up to 16 ............................................................... ()I Post degree level ............................................... ( )4 
Up to 18 ............................................................... ()2 Professional training ...................................... ( )I 
Degree level or equivalent .......................... ( p 
People's experiences of cancer often effects their feelings and attitudes towards it. These 
experiences might for instance include, no experience with cancer at all, working on cancer 
wards, looking after a relative who has now recovered from cancer. Please would you write 
below the nature of experience ................................................................................................................................. . 
Overall, how much do you think your experience with cancer has effected your attitudes towards 
it? Please circle a number on the scale below to indicate your answer. 
No 
affect 
1 2 3 4 
Very much 
affected 
5 
Have you or are you suffering from a long term health problem that may have affected 
your attitudes towards cancer Yes l ....... No2 ..... . 
If yes please specify .......................................................................................................................................................... . 
...................................................................................................................................................................................................... 
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Cancer 
This section concerns associations that people have related to cancer. Using the following 
scale please indicate the degree to which each feeling or association is true for you personally 
by placing a number in the brackets provided. Throughout it is important that you 
concentrate on how you personally feel about cancer. 
Not Very 
at all much 
1 2 3 4 5 
a. FeelinKs 
I personally feel that cancer ... 
1 ... is an illness that can be coped with ............................................. ( 
2 .. .is an illness which brings much distress ........................................ ( 
3 .. .is avoidable ..................................................................... ( 
4 .. .is a very frightening illness ..................................................... ( 
5 ... makes you focus your mind .................................................... ( 
6 ... isolates you emotionally from others ........................................... { 
7 ... takes you on a journey towards personal growth .............................. ( 
8 .. .is an illness to be beaten ........................................................ ( 
9 ... brings considerable anxiety ..................................................... ( 
10 ... need not be the end of the world ............................................... ( 
11 .. .is not something to get worried about ......................................... ( 
12 ... helps us to realise the important things in life .................................. ( 
13 ... is a saddening and depressing illness ........................................... ( 
14 ... involves a battle between the mind and body ..................... , .. , ......... ( 
15 .. .is an illness which evokes feelings of vulnerability .... , , ...... , ...... , ... " ... , ( 
16 ... is an emotionally upsetting illness .......................... , .. , ...... , ......... ( 
17 ... is one of life's challenges ........................................................ ( 
18 .. .is a stigmatising illness .......................................................... { 
19 ... draws out the fighting spirit ........... , .................... , .............. , .. , . ( 
20 .. .is a combination of experiences - some positive ........ , ....................... ( 
21 ... makes you feel marked in some way ............................... · ........... ( 
22 ... is a serious illness ............................................. , ................. ( 
23 ... evokes questioning and anger in those affected ................................ ( 
24 .. .is an illness that is hard to accept .............................................. ( 
26 ... is curable ................................. , ... , ................................. ( 
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Not 
at all 
Very 
much 
1 2 3 4 5 
h. General associations 
I personally associate cancer with .. . 
1 ... medication and sickness ........................................................ ( 
2 ... a loss of independence .......................................................... ( 
3 ... its threat to life ................... , .............. , .............................. ( 
4 ... an ending to life ... , .............. , ............................................. ( 
5 ... medical tests and examinations ................................................ ( 
6 ... debilitation ..................................................................... ( 
7 ... the treatment needed ........................................................... ( 
8 ... helplessness ..................................................................... ( 
9 ... with the need for the prevention of discomfort and pain ..................... , ( 
10 ... having to give up work ......................................................... ( 
11 ... its prognosis ........ , .............. '" .... , ...... , .............................. ( 
12 ... death ........................................................................... ( 
13 ... contamination from within ..................................................... ( 
14 ... the care required ................................................................ ( 
15 ... having less control over life .................................................... ( 
16 ... pain killers. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ( 
17 ... long term suffering ............................................................. ( 
18 ... an alien growth ................................................................ ( 
19 ... a restricted lifestyle ............................................................. ( 
20 ... creeping poisoned ivy ........................................................... ( 
21 ... shattered dreams .................................... ·.···· ... ············.· ... · ( 
22 ... uncertainty ..................................................................... ( 
23 ... silent suffering .................................................................. ( 
24 ... frightening emotions ............................... ·.··························· ( 
25 ... pain ............................................................................. ( 
26 ... the early stages of development ................................................ ( 
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Not 
at all 
Very 
much 
1 2 3 4 5 
c. Symptoms 
I personally would associate ... 
1 ... a sore that does not heal with cancer .......................................... ( 
2 ... a lump appearing on the body with cancer .................................... ( 
3 ... unusual bleeding with cancer ................................................... ( 
4 ... a change in mole or blemish with cancer ....................................... ( 
5 ... a persistent cough with cancer ................................................. ( 
6 ... persistenttiredness with cancer ................................................. ( 
7 ., . persistent indigestion with cancer .............................................. ( 
8 ... getting a new mole with cancer ................................................ ( 
9 ... a persistent headache with cancer .............................................. ( 
10 ... a change in bowellbladder habit with cancer ................................... ( 
d. Causes 
I personally feel that the risk of developing cancer is increased by .. . 
1 ... having a poor diet .............................................................. ( 
2 ... heavy drinking ................................................................. , ( 
3 ... having a family history of cancer ................................ ·· ............. ( 
4 ... medications ..................................................................... ( 
5 ... smoking ............... , .... ".,', ... , ... , ... , ........ , ......................... ( 
6 
7 
... sunbathing ..... , ............ , . " . , ...... , ... , ... , ....................... , ....... ( ) 
... stress ......... , .......... , , ........ , ............. , .................... , .. , , ...... ( 
8 ... smoking marijuana ....................... , ..................................... ( 
9 .. , being constantly with people with cancer ...................................... ( 
10 ... exposure to environmental and occupational pollutants ... " .. , ............... ( 
e. Cures 
I personally associate the increased chance of cure from cancer with ... 
1 ... the practice of self-examination .......................... ·· ..... ·· .. ····· ...... ( 
2 .. .faith healing ................ , ...... , ...... , ....... , ...... , ...................... ( 
3 .. .formal screening procedures (eg. mammography, cervical screening)., .. , .. ", ( 
4 ... a change in lifestyle ............................. , ............................... ( 
5 ... radiation treatment ............................................................. ( 
6 ... surgical removal ofthe cancer ................................... · .. ··· .. · .. ·· .. ( 
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) 
) 
7 ... drug therapy .................................................................... ( 
8 ... positive attitude ................................................................ ( 
9 ... prayer ........................................................................... ( 
Knowledge 
This section explores knowledge about cancer, in particular the amount of knowledge you 
have gained about cancer, sources of knowledge, specific and general questions about the 
disease, and how different cancers cab be viewed. 
a. KnowledGe 
Please indicate by circling a number on the scale below how much you know about cancer? 
No Expert 
knowledge knowledge 
1 2 3 4 5 
h. Sources of knowledGe 
Below are a number of sources where cancer information is often derived. Please indicate which 
of these sources have provided you with your knowledge about cancer by placing a tick in 
the appropriate bracket(s). 
Own work or training ............................ ( )' Newspaper, television, magazines, radio .. ( )1 
Family ..................................................... ( )2 Health education literature .................... ( )6 
Friends .................................................... ( P Alternative medicine practitioners .......... ( )' 
General Practitioner or other health Personal experience of cancer ................ ( )H 
professional ............................................ ( )4 Other. Please specify ..................................... 9 
c. Specific Questions 
(i) Do you lrnd to think of cancer as one disease, or do you tend to break it down into 
different types of cancer? Please tick one bracket. 
One disease ......................................... ( )' Different types of cancer ........................... ( )2 
Other, please specify .................................................................................................................. J 
(ii) Do you !md to think of cancer as something external to the individual with cancer or 
do you think of it as actual cells in the body mutating? Please tick one bracket. 
Alien growth ..................................... ( )' Mutation of body's own cells ................... ( )2 
Other, please specify ................................................................................................................. 1 
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d. General Questions 
(i) Please circle a number on the scale below to indicate how susceptible you feel you are to 
cancer? 
Not at all 
susceptible 
1 2 3 4 
Very 
susceptible 
5 
(ii) Please circle a number on the scale below to indicate how much control you feel you have 
in protecting yourself from cancer? 
No Very much 
control control 
1 2 3 4 5 
e. Screening behaviour 
(i) Please state how often you think people should examine their breasts or testicles for 
abnormalities? ........................................................................................................................... . 
(ii) Please circle a number on the scale below to indicate how important you feel self-
. . . ~ 
examination IS ........................................................................................................................ .. 
Not 
important 
1 2 3 4 
Very 
important 
5 
(iii) Please state how often women should have a cervical smear? ......................................... .. 
(iv) Please circle a number on the scale below to indicate how important you feel cervical 
screening is for women? 
Not Very 
important important 
1 2 3 4 5 
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f. Different cancers 
The table below explores your views on different cancers. Please fill in the table below, by 
ticking the space provided if the answer to a question is more 'Yes' than 'No'. 
Cancer 
of the: 
Breast 
Skin 
Cervix 
Testicle 
Lung 
Prostrate 
Leukaemia 
, If measures are 
: taken this cancer is 
: usually 'avoidable'? 
: If detected early, 
: this cancer is not 
, usually 'fatal'? 
Health behaviour 
: This cancer is 
: 'detectable' at an 
: early stage? 
This section explores your general lifestyle. Please note that you should try to answer each 
statement according to what actually happens rather than what you would like to happen. 
Please use the following rating scale to indicate in the brackets provided the degree to which 
each statement is true for you. 
Never Always 
1 2 3 4 5 
a. Health behaviour 
To look after my health I ... 
1 ... eat a healthy diet (eg. low fat, high fibre) ................ '" ... , ............... ( 
2 .. .find time to relax. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ( 
3 ... take plenty of sleep ................ " ........................................... ( 
4 ... engage in alternative health practices (eg. yoga, massage) ...................... ( 
5 ... take regular exercise ............................................................ ( 
b. Symptoms 
When I am worried about a symptom I .. . 
1 ... go to the doctors straight away ................................................ ( 
2 ... ask family/friends for their advice .............................................. ( 
3 .. .look in books and other literature .............................................. ( ) 
4 ... try to forget about it ............... , ............................ , ... , ........... ( ) 
5 ... wait to see what happens ....................................................... ( ) 
6 ... seek alternative medicine/therapies ............................................. ( ) 
7 ... get medication from over the counter .......................................... ( 
220 
c. Barriers to health 
I am prevented from living a healthy lifestyle due to ••• 
1 .. .family commitments/problems ................................................. ( 
2 ... work ............................................................................ ( 
3 .. .feeling self-conscious ........................................................... ( 
4 ... a lack of motivation ............................................................ ( 
5 ... a lack of faith in 'healthy' activities ............................................ ( 
6 ... a lack of interest in health ...................................................... ( 
Screening behaviour 
Please tick the most appropriate bracket for each question. 
(i) How regularly do you examine your breasts or testicles? 
Never ...................................................... ( )1 Every month .............................................. ( )4 
Every year ............................................... ( )2 Every week ............................................. ( )-' 
Every 3 months ...................................... ( )3 
If you are a man please go to next the next section. 
(ii) How regularly do you have a cervical smear? 
Never ...................................................... ( p Every 3 years .............................................. ( )4 
Every 5 years .......................................... ( )2 Every year ............................................... ( f 
Every 4 years .......................................... ( P Not applicable ........................................ ( )Ii 
Have you ever put off going for a cervical smear? Yes! ....... N02 ..... . 
If yes, why, and for how long? ............................................................................................. .. 
Stress and health related issues 
This section divides into three part, the first part explores the way people react to stress, the 
second part explores health related issues, and the final pari concerns personality. Please read 
each statement/question and write a number in each of the brackets provided to indicate 
the degree to which each is true of you. Please use the following rating scale. 
Not at all Very much 
1 2 3 4 5 
a. Stress 
When I am under a lot of stress I ... 
1 ... pass work on to others as much as possible .................................... ( 
2 ... try to forget it by looking at my hobbies at home .............................. ( 
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Not at all Very much 
1 2 3 4 5 
3 ... accept the situation and learn to live with it ................................... ( 
4 ... talk things over with a friend ................................................... ( 
5 ... get depressed ................................................................... ( 
6 ... think of people in worse positions then me .................................... ( 
7 ... complain to the people responsible ............................................. ( 
8 ... try to be as objective and unemotional as possible ............................. ( 
9 ... take comfort in doing other things (eg. watching a lot of TV) ................. ( 
10 ... simply give in and wait for the inevitable to happen ........................... ( 
11 ... try to involve my fellow workers in the problem ............................... ( 
12 ... try to bottle up the stress ....................................................... ( 
13 ... tell myself it could be worse .................................................... ( 
14 ... shout at someone ............................................................... ( 
15 ... break the problem into small parts and tackle each one separately ............ ( 
16 ... have a drink and try to forget it ................................................ ( 
17 ... stall people as much as possible to keep them off my back .................... ( 
18 ... seek advice from others ........................................................ ( 
19 .. .lose sleep ....................................................................... ( 
20 ... tell myself that it will be soon be over .......................................... ( 
21 ... take it out on a partner or a friend ............................................. ( 
22 ... try to organise the way I work ................................................. ( 
23 ... start smoking a lot or indulge in comfort eating ............................... ( 
24 ... take time off work. ............................................................. ( 
25 ... try to gain the support of others ............................................... ( 
26 ... become highly anxious ......................................................... ( 
27 ... think about my next holiday break ............................................ ( 
28 ... have an emotional outburst .................................................... ( 
29 ... turn to my religion for support ................................................. ( 
h. Health related issues 
1. If I become sick, I have the power to make myself well again ................. ( 
2. I feel that no matter what I do, if I am going to get sick, I will get sick ....... ( 
3. If I see a good doctor regularly, I am less likely to have health problems ...... ( 
4. It seems that my health is greatly influenced by accidental happenings ........ ( 
5. I can only maintain my health by consulting health professionals ............. ( 
6. I am directly responsible for my health ........................................ ( 
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Not at all Very much 
1 2 3 4 5 
7. Other people playa big part in whether I stay healthy or become sick ........ ( 
8. Whatever goes wrong with my health it is my fault ........................... ( 
9. When I am sick, I just have to let nature take its course ....................... ( 
10. Health professionals keep me healthy .......................................... ( 
11. When I stay healthy I am just plain lucky ...................................... ( 
12. My physical well-being depends on how well I take care of myself ............ ( 
13. When I feel ill, I know it is because I have not taken care of myself ........... ( 
14. The type of care I receive from other people determines how well I recover 
from an illness .................................................................. ( 
15. Even when I take care of myself, it is easy to get sick .......................... ( 
16. When I become ill, it is a matter oHate ........................................ ( 
17. I can pretty much stay healthy by taking care of myself ....................... ( 
18. Following the doctor's orders to the letter is the best way for me to stay healthy. ( 
c. Personality 
1 I find it easy to work out how to live my life .................................. ( 
2 I feel unsure of most things in life .............................................. ( 
3 I often feel 'cut-off' from myself ............................................... ( 
4 I find that others usually like the same things that I do ........................ ( 
5 I often feel that there is no meaning to life ..................................... ( 
6 I find it easy to adapt to new rules and regulations ............................ ( 
7 I am a sociable person .......................................................... ( 
8 I usually know on whom I can count on in a crisis ............................ ( 
9 I often feel awkward and out of place ......................................... ( 
10 I am firmly convinced of the political beliefs I hold ............................ ( 
11 I sometimes find myself doing things without any idea as to why 
I am doing them ................................................................ ( 
12 I find it difficult to understand what is going on in the world ................. ( 
13 I feel that there are no definite rules to live by in life .......................... ( 
14 I believe that most people really do care what happens to others .............. ( ) 
15 I enjoy collective activities with other people .................................. ( ) 
16 I find it hard to know where I stand from one day to the next ................ ( ) 
17 Rules and regulations are destroying my creative potential .................... ( 
18 I believe that there are no right or wrong ways for successful living, 
just easy and hard ways ...................................................... ·. ( 
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Not at all Very much 
1 2 3 4 5 
19 I am satisfied with my life at present ........................................... ( 
20 I sometimes cannot help but wonder if anything is worthwhile ............... ( 
21 I am most comfortable when I have well defined rules to follow .............. ( 
22 I find that social values are changing too fast for my liking ................... ( 
23 I have a lot respect for the law ................................................. ( 
24 I don't seem to be in tune with the way of life around me ..................... ( 
25 Nobody seems interested in how I feel about things ........................... ( 
26 My greatest satisfaction seems to come from working co-operatively 
with others ..................................................................... ( 
27 It is important for me to be involved with a particular group or 'movement' . ( 
28 I find it pretty easy to sympathise with the feelings of others .................. ( 
29 I feel that people tend to respect my opinion in most things ................... ( 
30 I believe that the welfare of the community should come before that 
of the individual ................................................................ ( 
Thank you very much for completing this questionnaire. Please return it in the stamped self-
addressed envelope or to your co-ordinator. Thank you once again. 
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APPENDIX 8.2: Covering letter and questionnaire 2 used in Chapter 8 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 5XH 
United Kingdom 
Dear Sir/Madam 
CANCER AND PERSONALITY SURVEY 
This is part of a research project being conducted at Surrey University funded by the 
Economic and Social Research Council investigating the relationship between perceptions of 
cancer, personality, and health. The aim is to gather data on the different perceptions held 
and the different personality types relevant to this issue. In order to achieve this, I need to 
obtain replies to the enclosed questionnaire from a large number of people. I would be most 
grateful if you could find the time to answer this questionnaire (it should take about twenty 
minutes) and return it in the enclosed postage paid envelope or to one of the co-ordinators 
of the research. 
To ensure your privacy your name is not asked for, and therefore it is impossible to give 
individual feedback. However I will summarise the findings and send them to you if requested. 
Lastly, thank you very much for your participation in this research, it is very much appreciated. 
Yours 
S.1. Tanner 
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Demographic Details and Health Status 
Before beginning the main part of the questionnaire please fiU in the background details below: 
1. Sex: .... Male! ...... Female2 2. Age: .... 
3. What is or was your occupation? ..................................................................................................................... .. 
If you are a health professional please state your connection with cancer patients 
If you are a full time student or have ~ please go to question 5. 
4. Are you currently employed? Yes1 ••••••• Nol ..... . 
5. Would you describe yourself as spiritual/religious? Yes1 •••...• N02 •••••• 
6. Please rate your general health by circling a number on the following scale: 
Very 
unhealthy 
1 2 3 4 
Very 
healthy 
5 
7. Do you smoke? Yes1 ••••••• Nd ..... . 
If yes, approximately how many cigarettes per day? ..................... . 
8. Do you drink alcohol? Yes' ....... Nd ..... . 
If yes, approximately how units do you consume per week (see below) ..................... . 
Please note: 1 glass of wine 
1 measure of spirit 
1/2 pint of beer/lager/cider 
= 1 unit 
= 1 unit 
= 1 unit 
9. How often do you exercise (ie. 20 minutes or more at one time)? 
Please tick the most appropriate bracket. 
Never .................................................................... ()' 1-2 times a week .............................................. ( )4 
2 times a year ................................................... ()2 3 times a week ................................................... ( ).1 
Once a month .................................................. ()l More than 3 times a week .......................... ( )" 
10. Please indicate how much attention you pay to looking after your health by circling a 
number on the scale below: 
No 
attention 
1 2 3 4 
Thank-you 
Considerable 
attention 
5 
Could you now tum over and begin the rest of the questionnaire. Please remember your 
name is not recorded so your answers are anonymous. If there are any questions that you 
cannot answer for any reason just skip them and go on to the next. 
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Social circumstances 
This part deals with everyday circumstances to find out whether this is affecting people's 
afiltudestowardscancer. 
a. Please tick the bracket that best reflects your living arrangements 
L' . . d ()I L" I ( )4 IVlng as marne ............................................ IVlng a one ...................................................... .. 
Living with children only ........................... ()2 Other, please specify ....................................... ( )1 
L' . . h f' d 3 Ivmg WIt nen s ......................................... ( ). 
b. Please tick the bracket that best reflects your living arrangements 
Rented accommodation .............................. ( p Own home ........................................................... ( )2 
c. Please tick the bracket(s) that best reflect the education you have received. 
Up to 16 ............................................................... ( p Post degree level ............................................... ( )4 
Up to 18 ............................................................... ()2 Professional training ...................................... ( )1 
Degree level or equivalent.. ........................ ( )3 
People's experiences of cancer often effects their feelings and attitudes towards it. These 
experiences might for instance include, no experience with cancer at all, working on cancer 
wards, looking after a relative who has now recovered from cancer. Please would you write 
below the nature of experience ................................................................................................................................. . 
Overall, how much do you think your experience with cancer has effected your attitudes towards 
it? Please circle a number on the scale below to indicate your answer. 
No 
affect 
1 2 3 4 
Very much 
affected 
5 
Have you or are you suffering from a long term health problem that may have affected 
your attitudes towards cancer Yes 1 ••••••• N02 ..... . 
If yes please specify ......................................................................................................................................................... .. 
...................................................................................................................................................................................................... 
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Cancer 
This section concerns associations that people have related to cancer. Using the following 
scale please indicate the degree to which each feeling or association is true for you personally 
by placing a number in the brackets provided. Throughout it is important that you 
concentrate on how you personally feel about cancer. 
Not Very 
at all much 
1 2 3 4 5 
a. Feelinas 
I personally feel that cancer ... 
1 ... is an illness that can be coped with .... , .................................... , ... ( 
2 ... is an illness which brings much distress ........................................ ( 
3 .. .is avoidable ..................................................................... ( 
4 ... is a very frightening illness ..................................................... ( 
5 ... makes you focus your mind ................................................ ·· .. ( 
6 ... isolates you emotionally from others ....................................... ···· ( 
7 ... takes you on a journey towards personal growth .............................. ( 
8 .. .is an illness to be beaten ......... " ............... , .......................... , .. ( 
9 ... brings considerable anxiety ..................................................... ( 
10 ... need not be the end of the world ............................................ · .. ( 
11 .. .is not something to get worried about ......................................... ( 
12 ... helps us to realise the important things in life .................................. ( 
13 .. .is a saddening and depressing illness ........................................... ( 
14 .. .involves a battle between the mind and body .................................. ( 
15 .. .is an illness which evokes feelings of vulnerability ............................. ( 
16 ... is an emotionally upsetting illness ......... , .................................... ( 
17 ... is one of life's challenges ........................................................ ( 
18 ... is a stigmatising illness ..................................... · ........ · ...... ··· .. ( 
19 ... draws out the fighting spirit .................................................... ( 
20 .. .is a combination of experiences - some positive ................................ ( 
21 ... makes you feel marked in some way .................... · .................. · .. · ( 
22 ... is a serious illness .................................................. ·· .. ·· ...... · ( ) 
23 ... evokes questioning and anger in those affected ................................ ( ) 
24 ... is an illness that is hard to accept .......................................... · .. · ( ) 
26 ... is curable ................ , ........ " .. , ......................................... ( 
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Not 
at all 
Very 
much 
1 2 3 4 5 
h. General associations 
I personally associate cancer with .. . 
1 ... medication and sickness ........................................................ ( 
2 ... a loss of independence .......................................................... ( 
3 ... its threat to life ................................................................. ( 
4 ... an ending to life ................................................................ ( 
5 ... medical tests and examinations ................................................ ( 
6 ... debilitation ..................................................................... { 
7 ... the treatment needed ........................................................... ( 
8 ... helplessness ..................................................................... ( 
9 ... with the need for the prevention of discomfort and pain ...................... ( 
10 ... having to give up work ......................................................... ( 
11 ... its prognosis .................................................................... ( 
12 ... death ........................................................................... ( 
13 ... contamination from within ..................................................... ( 
14 ... the care required ................................................................ ( 
15 ... having less control over life .................................................... ( 
16 ... pain killers. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ( 
17 .. .long term suffering ............................................................. ( 
18 ... an alien growth ................................................................ ( 
19 ... a restricted lifestyle ............................................................. { 
20 ... creeping poisoned ivy ........................................................... ( 
21 ... shattered dreams ............................................................... ( 
22 ... uncertainty ..................................................................... ( 
23 ... silent suffering .................................................................. ( 
24 ... frightening emotions ............................................................ ( 
25 ... pain ............................................................................. ( 
26 ... the early stages of development ................................................ { 
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Not 
at all 
Very 
much 
1 2 3 4 5 
c. Symptoms 
I personally would associate ... 
1 ... a sore that does not heal with cancer .......................................... ( 
2 ... a lump appearing on the body with cancer .................................... ( 
3 ... unusual bleeding with cancer ................................................... ( 
4 ... a change in mole or blemish with cancer ....................................... ( 
5 ... a persistent cough with cancer ................................................. ( 
6 ... persistent tiredness with cancer ................................................. ( 
7 ... persistent indigestion with cancer .............................................. ( 
8 ... getting a new mole with cancer ................................................ ( 
9 ... a persistent headache with cancer .............................................. ( 
10 ... a change in bowellbladder habit with cancer ................................... ( 
d. Causes 
I personally feel that the risk of developing cancer is increased by .. . 
1 ... having a poor diet .............................................................. ( 
2 ... heavy drinking .................................................................. ( 
3 ... having a family history of cancer ..................... · .. · .. ·· .. ·· .. · .. ·.·· ..... ( 
4 ... medications ..................................................................... ( 
5 ... smoking ........................................................................ ( 
6 ., .sunbathing ...................................................................... ( 
7 ... stress ............................................................................ ( 
8 ... smoking marijuana ............................................................. ( 
9 ... being constantly with people with cancer ...................................... ( 
10 ... exposure to environmental and occupational pollutants ....................... ( 
e. Cures 
I personally associate the increased chance of cure from cancer with .. . 
1 ... the practice of self-examination ................................................ ( 
2 ... faith healing ........................................... , ................... " ... ( 
3 ... formal screening procedures (eg. mammography, cervical screening) .......... ( 
4 ... a change in lifestyle ................ , ........................................ '" . ( 
5 ... radiation treatment ................ , ............................................ ( 
6 ... surgical removal ofthe cancer .................................................. ( 
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7 ... drug therapy .................................................................... ( 
8 ... positive attitude ................................................................ ( 
9 ... prayer ........................................................................... ( 
Knowledge 
This section explores knowledge about cancer, in particular the amount of knowledge you 
have gained about cancer, sources of knowledge, specific and general questions about the 
disease, and how different cancers cab be viewed. 
a. Knowledge 
Please indicate by circling a number on the scale below how much you know about cancer? 
No Expert 
knowledge knowledge 
1 2 3 4 5 
h. Sources of knowledge 
Below are a number of sources where cancer information is often derived. Please indicate which 
of these sources have provided you with your knowledge about cancer by placing a tick in 
the appropriate bracket(s). 
Own work or training ............................ ( P Newspaper, television, magazines, radio .. ( )1 
Family ..................................................... ( )2 Health education literature .................... ( ). 
Friends .................................................... ( )1 Alternative medicine practitioners .......... ( r 
General Practitioner or other health Personal experience of cancer ................ ( )K 
professional ............................................ ( )4 Other. Please specify ..................................... ~ 
c. Specific Questions 
(i) Do you ~ to think of cancer as one disease, or do you tend to break it down into 
different types of cancer? Please tick one bracket. 
One disease ......................................... ( )1 Different types of cancer ........................... ( )2 
Other, please specify ................................................................................................................... 1 
(ii) Do you ~ to think of cancer as something external to the individual with cancer or 
do you think of it as actual cells in the body mutating? Please tick one bracket. 
Alien growth ..................................... ( ) 1 Mutation of body's own cells ................... ( )2 
Other, please specify ................................................................................................................. 1 
231 
d. General Questions 
(i) Please circle a number on the scale below to indicate how susceptible you feel you are to 
cancer? 
Not at all 
susceptible 
1 2 3 4 
Very 
susceptible 
5 
(ii) Please circle a number on the scale below to indicate how much control you feel you have 
in protecting yourself from cancer? 
No Very much 
control control 
1 2 3 4 5 
e. Screening behaviour 
(i) Please state how often you think people should examine their breasts or testicles for 
abnormalities? ........................................................................................................................... . 
(ii) Please circle a number on the scale below to indicate how important you feel self-
examination is? ........................................................................................................................ . 
Not 
important 
1 2 3 4 
Very 
important 
5 
(iii) Please state how often women should have a cervical smear? .......................................... . 
(iv) Please circle a number on the scale below to indicate how important you feel cervical 
screening is for women? 
Not Very 
important important 
1 2 3 4 5 
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f. Different cancers 
The table below explores your views on different cancers. Please fill in the table below, by 
ticking the space provided if the answer to a question is more 'Yes' than 'No'. 
Cancer ! If measures are : If detected early, : This cancer is 
of the: ! taken this cancer is ! this cancer is not ' 'detectable' at an 
: usually 'avoidable'? : usually 'fatal'? ~ early stage? 
Breast 
Skin 
Cervix 
Testicle 
Lung 
Prostrate 
Leukaemia 
Health behaviour 
This section explores your general lifestyle. Please note that you should try to answer each 
statement according to what actually happens rather than what you would like to happen. 
Please use the following rating scale to indicate in the brackets provided the degree to which 
each statement is true for you. 
Never Always 
1 2 3 4 5 
a. Health behaviour 
To look after my health I ... 
1 ... eat a healthy diet (eg. low fat, high fibre) ...................................... ( 
2 .. .find time to relax. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ( 
3 ... take plenty of sleep ............................................................. ( 
4 ... engage in alternative health practices (eg. yoga, massage) ...................... ( 
5 ... take regular exercise. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ( 
b. Symptoms 
When I am worried about a symptom I .. . 
1 ... go to the doctors straight away ................................................ ( 
2 ... ask family/friends for their advice ......... , ................ , ................... ( ) 
3 ... look in books and other literature .......................... , ................... ( ) 
4 ... try to forget about it. ........................................................... ( ) 
5 ... wait to see what happens ....................................................... ( 
6 ... seek alternative medicine/therapies ............................................. ( 
7 ... get medication from over the counter .......................................... ( 
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c. Barriers to health 
I am prevented from living a healthy lifestyle due to .. . 
1 ... family commitments/problems ................................................. ( 
2 ... work ............................................................................ ( 
3 .. .feeling self-conscious ........................................................... ( 
4 ... a lack of motivation ............................................................ ( 
5 ... a lack offaith in 'healthy' activities ............................................ ( 
6 ... a lack of interest in health ...................................................... ( 
Screenina behaviour 
Please tick the most appropriate bracket for each question. 
(i) How regularly do you examine your breasts or testicles? 
Never ...................................................... ( )1 Every month .............................................. ( t 
Every year ............................................... ( )2 Every week ............................................. ( ).1 
Every 3 months ...................................... ( )3 
If you are a man please go to next the next section. 
(ii) How regularly do you have a cervical smear? 
Never ...................................................... ( )' Every 3 years .............................................. ( )4 
Every 5 years .......................................... ( )2 Every year ............................................... ( p 
Every 4 years .......................................... ( )3 Not applicable ........................................ ( )Ii 
Have you ever put off going for a cervical smear? Yes l ....... No2 ..... . 
If yes, why, and for how long? .............................................................................................. . 
................................................................................................................................................ 
Stress and health related issues 
This section divides into three part, the first part explores the way people react to stress, the 
second part explores health related issues, and the final part concerns personality. Please read 
each statement/question and write a number in each of the brackets provided to indicate 
the degree to which each is true of you. Please use the following rating scale. 
Not at all Very much 
1 2 3 4 5 
a. Stress 
When I am under a lot of stress I ... 
1 ... pass work on to others as much as possible .................................... ( 
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2 ... try to forget it by looking at my hobbies at home .............................. ( 
3 ... accept the situation and learn to live with it ................................... ( 
4 ... talk things over with a friend ................................................... ( 
5 ... get depressed ................................. " .................... " .......... ( 
6 ... think of people in worse positions then me .................................... ( 
7 ... complain to the people responsible ............................................. ( 
8 ... try to be as objective and unemotional as possible ............................. ( 
9 ... take comfort in doing other things (eg. watching a lot of TV) ................. ( 
10 ... simply give in and wait for the inevitable to happen ........................... ( 
11 ... try to involve my fellow workers in the problem ............................... ( 
12 ... try to bottle up the stress ....................................................... ( 
13 ... tell myself it could be worse .................................................... ( 
14 ... shout at someone ............................................................... ( 
15 ... break the problem into small parts and tackle each one separately ............ ( 
16 ... have a drink and try to forget it ................................................ ( 
17 ... stall people as much as possible to keep them off my back .................... ( 
18 ... seek advice from others ........................................................ ( 
19 .. .lose sleep ....................................................................... ( 
20 ... tell myself that it will be soon be over ......................................... · ( 
21 ... take it out on a partner or a friend ............................................. ( 
22 ... try to organise the way I work ................................................. ( 
23 ... start smoking a lot or indulge in comfort eating ............................... ( 
24 ... take time off work. ............................................................. ( 
25 ... try to gain the support of others ..................................... · ......... ( 
26 ... become highly anxious ......................................................... ( 
27 ... think about my next holiday break ............................................ ( 
28 ... have an emotional outburst .................................... · .............. · ( 
29 ... turn to my religion for support ......................... · .. · ............ ·· ...... ( 
h. Health related issues 
1. Do you often worry about the possibility that you have got a serious illness? ( 
2. Are you bothered by many pains and aches? .................................. ( 
3. Do you find that you are often aware of various things happening 
in your body? ................................................................... ( 
4. Do you worry a lot about your health? ........................................ ( 
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5. Do you often have the symptoms of very serious illnesses? ................... ( 
6. If a disease is brought to your attention (through the radio, television, 
newspapers or someone you know) do you worry about getting it yourself? . ( 
7. If you feel ill and someone tells you that you are looking better, do you 
become annoyed? .............................................................. ( 
8. Do you feel that you are bothered by many different symptoms? ............. ( 
9. Is it easy for you to forget about yourself, and think about all sorts 
of other things? ................................................................ ( 
10. Is it hard for you to believe the doctor when he tells you there is nothing 
wrong with you? ............................................................... ( 
11. Do you get the feeling that people are not taking your illness seriously enough? . ( 
12. Do you think that you worry about your health more than most people? .... ( 
13. Do you think there is something seriously wrong with your body? ........... ( 
14. Are you afraid of illness? ...................................................... ( 
15. Does your mood often go up and down? ...................................... ( 
16. Are you a talkative person? .................................................... ( 
17. Do you ever feel just miserable for no reason? ................................ ( 
18. Are you rather lively? ..................... , ........ , ........................... ( 
19. Are you an irritable person? ................................................... ( 
20. Do you enjoy meeting people? ................................................. ( 
21. Are your feelings easily hurt? .................................................. ( 
22. Can you usually let yourself go and enjoy yourself at a lively party? .......... ( 
23. Do you often feel 'fed up'? ..................................................... ( 
24. Do you usually take the initiative in making new friends? .................... ( 
25. Would you call yourself a nervous person? .................................... ( 
26. Can you easily get some life into a rather dull party? ......................... ( 
27. Are you a worrier? ............................................................. ( 
28. Do you tend to keep in the background on social occasions? ................. ( 
29. Would you call yourselftense or highly stung? ................................ ( 
30. Do you like mixing with people? .............................................. ( 
31. Do you worry too long after an embarrassing experience? .................... ( 
32. Do you like plenty of bustle and excitement around you? .................... ( 
33. Do you suffer from 'nerves'? ................................. , ................. ( 
34. Are you mostly quiet when you are with other people? ....................... ( 
35. Do you often feel lonely? ....................................................... ( 
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36. Do other people think of you as being very lively? ............................ ( 
37. Are you often troubled by feelings of guilt? ................................... ( 
38. Can you generally get a part going? ........................................... ( 
Thank you very much for completing this questionnaire. Please return it in the stamped self-
addressed envelope or to your co-ordinator. Thank you once again. 
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